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After four years’ use of radium in 
my gynecological work, I believe that ra- 


dium is as necessary to the Gynecologist 


as X-ray is to the Dermatologist. Every 
Gynecologist, or physician doing gynecol- 
ogy, then should familiarize himseif with 
the therapeutic properties of Radium; so 
he can determine: 


1. When it should be used. 


2. The dosage, and the amount of 
screening. An accurate diagnosis should 
be made, as the indiscrimnate use of ra- 
dium cannot be too strongly condemned. 
Infection is always a contra-indication to 
its use. Much of the prejudice against 
the use of radium is due to three things: 

1. Faulty technique in its application. 

2. Improper dosage. 


3. A lack of knowledge of its indica- 
tions and its limitations. 

In spite of all precaution, however, oc- 
casional complications will occur. This is 
no discredit to radium, similar complica- 
tions occur in our surgical work. 

You will note from my case-histories 
below that the method of application of 
radium is individualized, but there are, 
however, basic principles in treating car- 
cinoma of the cervix. 

1. Do not apply radium where there is 
extensive involvement of the recto-vagi- 
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nal or vesico-vaginal wall, as there is dan- 
ger of causing a fistulae. 

2. Prepare the patient as for a vagi- 
nal operation and give a general anaes- 
thetic (preferably nitrous-oxide and oxy- 
gen), so the radium can be _ properly 
placed. Pack the vagina well with gauze 
to hold the radium in position. Do not al- 
low patient to sit up until after the ra- 
dium has been removed. 

3. Only remove sections from the cer- 
vix when the diagnosis is questionable 
and do not cauterize the cervix prior to 
applying the radium. 

This does not aid in the treatment, but 
increases the risk of infection and of dis- 
semination of the growth. 

4. The family physician and patient 
should know what to expect-talso ‘the 
necessity for subsequent treatment and 
observation. 

Radium in the treatment for carcinoma 
of the cervix, except in cases where the 
recto-vaginal or vesico-vaginal wall is ex- 
tensively involved. Before radium replaced 
surgery in the treatment of carcinoma of 
the cervix, we divided our cases into three 
arbitrary groups: 

1. Operable. 

2. Border-line. 

3. Inoperable. 

Until about two years ago, I operated 
on the early or operable cases, so I can 
make only a preliminary report on these 
cases. I have handled seventy-two cases of 


carcinoma of the cervix in the past four 


years. Unfortunately, a large percentage 
of them were in the inoperable group. 

I believe the result even in the advanced 
cases justified the use of radium in that 
they were relieved of the discharge and 
much of the pain for a neriod of from 
three to eighteen months. There were two 
exceptions to this, one in a very advanced 
case, where radium should not have been 
applied, another was a young woman twen- 
ty-four years old with a moderately ad- 
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vanced carcinoma of the cervix; in this 
case the growth was apparently stimulated 


by heavy doses of radium. I’ve been able 
to follow up seven of my operable and bor- 
derline cases. Four are clinically cured 
at eighteen months, one at two years, two 
at two and one-half years. 

There are several other operable cases 
that I have lost track of which I am confi- 
dent will stand the five years’ test. 

I am convinced by my own experience 
and by that of other men who used radium 
that the benefit is obtained from the giving 
of maximum amount of radiation during 
the first two applications (not more than 
four weeks apart). After this the case 
should be carefully watched and radium 
should not be reapplied unless there is an 
unquestionable recurrence of the growth, 
and then it should be applied in small 
doses, well screened. 


EARLY CARCINOMA OF CERVIX 


February 20, 1921. Mrs. E. J. B. Age: 41. 
Married. 

Complaint. Hemorrhages for last three months; 
loss of weight; foul vaginal discharge. 

Past History. Negative. 

Menstrual History. Ten pregnancies, all nor- 
mal deliveries. 

Present Illness. Three months ago pains and 
irregular menstruation. Had slight hemorrhage 
between menstrual periods. 


Physical Examination. Negative. General con- 
dition—good. 

Vaginal Examination. Eroded hypertrophied 
cervix. (Carcinoma). 


Treatment. Under a general anaesthetic. Ninety 
Mg. Radium screened with one millimeter of 
silver in a celluloid capsule applied in cervical and 
vaginal canal. One month later—Ninety Mg. 
Radium screened in same manner again applied. 

Four months later—discharge ceased, no pain; 
cervix slightly red but no erosion. 

Fourteen months later—improved; has 
menstruated since application of Radium. 

Total Radiation. Four thousand three hundred 
and twenty Mg. hours. 

April 11, 1922. Mrs. A. L. Age: 41. Married. 

Complaint. Hemorrhage and foul discharge. 

Past History. Negative. 

Menstrual History. Negative. 

Present Illness. Began two months ago with a 
foul discharge; very slight amount of blood. 

Physical Examination. Recent loss of weight; 
otherwise negative. 

Vaginal Examination. Small cauliflower growth 
on cervix about the size of an egg; bleeds freely, 
when touched. 

Treatment. Under a general anaesthetic. Nine- 
ty Mg Radium screened with one millimeter of 
silver in a celluloid capsule for twenty-four hours. 
(Intracervically). Patient did not return in four 
weeks as advised. 

Two months late—hemorrhage 
growth reduced in size: 
weight. Ninety Mg. Radium again applied for 
eighteen hours. (Same Screening). 

Thirty months later—Patient clinically cured. 








not 


had ceased; 
gained ten pounds in 
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Total Radiation. Three thousand seven hundred 
and eighty hours. 


July 7, 1922. Mrs. A. D. Age: 45. Married. 

Complaint. Womb trouble. 

Past History. Supravaginal hysterectomy. (Four 
years ago), otherwise negative. 

Menstrual History. About two years ago patient 
suffered with continuous hemorrhage; was then 
operated on for uterine fibroid with good results 
for a time; then about a year ago began to notice 
a bloody discharge from vagina and pain in lower 
abdomen. Supravaginal hysterectomy. 

Physical Examination. Negative. General con- 
dition—good. 

Vaginal Examination. A hypertrophied and ul- 
cerated cervical stump. Miscroscopic examina- 
tion; early carcinoma of cervix. 

Treatment. Under a general anaesthetic. Fifty 
Mg. Radium, screened with one millimeter of 
silver in a celluloid capsule applied in cervix for 
ten hour and four-ten Mg. needles in each quad- 
rant. 

One month later—Fifty Mg. Radium screened 
in same manner applied in cervix twelve hours. 

Six months later—cervix was smaller, a slight 
hemorrhage from vault of cervical stump. 

Twenty-four months later—cervix was flush 
with vaginal vault; no discharge; much improved. 

Total Radiation. Fifteen hundred Mg. hours. 

December 10, 1923. Mrs. M. P. Age: 50. 
Married. 

Complaint. 
breath. 

Past History. 
heart lesion. 

Menstrual History. Negative. 

Physical Examination. Enlarged heart 
systolic murmur. General condition—good. 

Vaginal Examination. Ulcer, clinically early 
carcinoma, confirmed by microscopic examination. 

Treatment. Under a general anaesthetic. Four 
needles ten Mg. each buried in each quadrant of 
cervix, and fifty Mg. of Radium screened with one 
millimeter of silver and celluloid capsule placed in 
cervical canal. Patient failed to return as di- 
rected one month later. 

Two months later—Ninety Mg. Radium screen- 
ed with one millimeter of silver in celluloid cap- 
sule placed in cervical canal twenty-four hours. 

Three months later—no ulceration of cevix; 
patient much improved. 

Ten months later—Clinically cured. Gaining in 
weight and feeling fine. 

Total Radiation. Four thousand three hundred 
and twenty Mg. hours. 


MODERATELY ADVANCED CARCINOMA OF 
CERVIX 


Swelling of feet and shortness of 


Negative except for organic 


with 


10-11-21. Mrs. M. G. Age: 59. Married. 
Complaint. Hemorrbage twelve years after 
menopause. 


Past History. Edema of hands and feet for last 
five years; shortness of breath. 

Menstrual History. Negative. Menopause twelve 
years ago. 

Present Illness. Began six months ago with 
hemorrhage and foul discharge. 

Physical Examination. General condition—poor. 
— murmur at apex; edema of hands and 
eet. 

Vaginal Examination. Large cauliflower mass 
on cervix. Bleeds easily when touched, very fri- 
able. Vaginal vault infiltrated with growth. 

Treatment. Under a general anaesthetic. Ninety 
Mg. Radium screened with one millimeter silver in 
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celluloid capsule applied in cervix twenty-four 
hours. Thirteen months later—mass decreased 
in size but hemorrhage began again. Ninety Mg. 
Radium was applied twenty-four hours against 
vaginal vault, well screened with (One millimeter 
silver, one millimeter rubber buried in a ball of 
beeswax to protect rectum). 

Three months later—hemorrhage ceased, cervix 
flush with vaginal vault; greatly improved. 

Two years and ten months later-—cervix smooth 
—no sign of malignancy. Pains in region of rec- 
tum, but not severe. 

Total Radiation. 
twenty Mg. hours. 


ADVANCED CARCIMONA OF CERVIX 


9-12-22. Mrs. I. M. Age: 65. Married. 

Complaint. Hemorrhage and foul discharge. 

Past History. Negative except abcesses on neck 
short time ago. 

Menstrual History. Negative. 

Present Illness. Began six months ago with 
hemorrhage; four months ago noticed bloody dis- 
charge. Continuous since that time. 

Physical Examination. General condition—fair. 

Vaginal Examination. A large cauliflower mass 
around whole cervix. 

Treatment. Under a general anaesthetic. Fifty 
Mg. Radium, screened with one millimeter silver in 
a celluloid capsule applied in cervix. Four-ten 
needles buried in mass in each quadrant of the 
cervix for twenty-four hours. Patient did not 
return in four weeks as advised. 

Four months later—Growth very much smaller 
and partial stricture of the vagina. On account 
of stricture and the period of time that had elapsed 
between treatment, I thought it wise to use Deep 
X-ray instead of Radium. 

Six weeks later—developed X-ray burn but at 
that time she was generally much better. No dis- 
charge from vagina. 

Twenty months later—Improvine. 

Twenty-three months later—Much improved— 
except pain in lower abdomen. 

Total Radiation. 2160 Mg hours and Deep X- 
ray. 


MODERATELY ADVANCED CARCINOMA OF 
CERVIX 


9-22-23. Mrs. B. C. Age: 33. Married. 
Complaint. Hemorrhages for first three months. 
Past History. Negative. 

Menstrual History. Negative. 

Present Illness. Began about three months ago 


Forty three hundred and 


with a hemorrhage and a foul discharge from . 


vagina. 

Physical Examination. Negative. General con- 
dition—good. 

Vaginal Examination. A hypertrophied and 
eroded cervix, bleeds easily to touch. 

Treatment. Under general anaesthetic. Fifty 


Mg. Radium applied in cervical canal twelve hours 
by another physicain (screening not known). 

One month later—Ninety Mg. Radium screened 
with one millimeter of silver in a celluloid capsule 
applied in cervix twenty-four hours. 

One month later—another application of ninety 
Mg. Radium screened in similar manner applied 
in cervix. 

Four months later—cervix smooth, flush with 
vaginal vault hemorrhage and discharge had 
ceased. 

Eleven months later—Some pains and a dis- 
agreeable discharge. 
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Total Radiation. Four thousand nine hundred 
and twenty Mg. hours. 


ADVANCED CARCIMONA OF CERVIX 


11-16-23. Mrs. M. R. Age:42. Married. 

Complaint. Hemorrhages. 

Past History. Negative. 

Present Illness. Nine months ago severe hemorr- 
hage, has been hemorrhaging a little since that 
time; severe pains in lower abdomen. 

Physical Examination. Negative. 


Vaginal Examination. Large cauliflower mass 
infiltrating vaginal vault, very friable, bleeds 
easily. 

Treatment. Under a general anaesthetic. Fifty 


Mg. Radium screened with one millimeter silver 
in a celluloid capsule applied in the cervical canal 
and four-ten milligram needles buried in each 
quadrant of cervix for twenty-four hours. 

One month later—Ninety Mg. Radium screened 
in same manner applied in cervical and vaginal 
canal twenty-four hours. Symptoms relieved at 
first. 

Seven months later—patient died. Uterine car- 
cimona. 

Total Radiation. 
twenty Mg. hours. 


ADVANCED CARCINOMA OF 


Forty-three hundred and 


CERVIX FI- 


BROID 
1-15-24. Mrs. L. P. Age: 42. Married. 
Complaint. Bleeding from vagina past six 
months; loss of weight. 


Past History. Negative. 

Menstrual History. Negative except for present 
illness which began six months ago. One child, who 
died one week after delivery. 

Present Illness. Began six months ago when 
menstruation increased from four days to twelve 
or fifteen days duration. Gradually increased un- 
til now is practically constant. Has lost twenty 
pounds. : 

Physical Examination. Negative. 

Vaginal Examination. Large but short cervix; 
bleeds very easily to touch; very painful. Several 
large foul tissue slufs were obtained when cervix 
was dilated. A very large nodular mass filled 
greater part of lower abdomen; rather tender to 
palpation. Carcinoma of cervix and uterine fi- 
broid. 

Treatment. Under a general anaesthetic. Nine- 
ty Mg. Radium screened with one millimeter of 
silver in a celluloid capsule applied in cervical 
canal twenty-four hours. 

Forty days later—mass decreased in size, cer- 
vix rather firm, ninety Mg. Radium screened im 
same manner applied in cervical canal twenty- 
four hours. 

Four months later—cervix flush with vaginal 
vault. 

General condition—good. 
menstruation ceased. 

Seven months later—pains in lower 
but no discharge. 

Total Radiation. 
twenty Mg. hours 


UTERINE FIBROIDS 


As experience with the use of Radium in 
the treatment in uterine fibroids has in- 
creased, its indications and limitations are 
better understood. Radium is the treat- 
ment of choice in intra-mural uterine fi- 


Hemorrhage ceased; 


abdomen, 
and 


Forty-three hundred 
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broids, not larger than a four months’ 
pregnancy in women over forty years of 


age. This is true also in the treatment of 
small sub-serous fibroids. It is a_ well- 
known fact among men that use Radium 
that the more uniform the uterine enlarge- 
ment is the more readily it responds to this 
treatment. A preliminary application of 
radium or X-ray will often make surgery 
possible and safe in removing large fibroid 
tumors incarcerated in the pelvic cavity 
(encroaching on bladder and rectum). Ra- 
dium is used in the treatment of fibroids 
on women under forty, only when there is 
some contra-indication to surgery, such as 
a severe anaemia, tuberculosis, cardaic and 
renal disease, high blood pressure and obe- 
sity. Where the sex and reproductive life 
is to be conserved, it is not safe to use over 
four hundred m. hrs. of radium. I’ve used 
radium on twenty uterine fibroids. On two 
of these it was used preliminary to an 
operation. One had a subsequent hysterec- 
tomy, the other was so much improved 
that she refused an operation. The re- 
maining eighteen cases are symtomatically 
cured. 


UTERINE FIBROID 


3-7-22. Mrs. A. L. Age: 45. 

Complaint. Hemorrhaging. 

Past History. Negative. 

Menstrual History. Negative except present ill- 
ness. 

Present Illness. Began two years ago with irreg- 
ular menstruation often missing two months and 
then hemorrhaging freely. 

Physicial Examination. 
good. 

Vaginal Examination. Eroded cervix and a 
uterine myoma about the size of a grape-fruit. 
(Intra-mural). 

Treatment. Dilatation and curettage was done 
under a general anaesthetic. Ninety Mg. Radium 
screened with one millimeter of silver in celluloid 
eapsule applied in body of uterus and cervical 
canal twelve hours. 

Two months later—cervix much smaller and 
firm. At that time ninety Mg. Radium screened 
. similar manner placed in body of uterus twelve 

ours. 

Twenty months later—tumor much _ smaller, 
erosion disappeared—has not menstruated since 
last application of Radium. Gained twenty pounds. 

Total Radiation. Twenty-one hundred and sixty 
Mg. hours. 

3-15-22. Mrs. T. H. Age: 49. 

Complaint. Hemorrhaging. 

Past History. Negative. 

Present Illness. Began about six months ago 
with severe hemorrhaging, continued to hemorr- 
hage more at each menstrual period. 

Physical Examination. Rather anaemic. 
eral condition—poor. 

Vaginal Examination. 


Married. 


General condition— 


Married. 


Gen- 


Small polypoid growth 


in cervix; uterus very much enlarged. Intra- 
mural fibroid. 
Treatment. Dilatation and curettage was done 


under a general anaesthetic and ninety Mg. Radium 


SELLERS—Radium Treatment. 





screened with one millimeter of silver in celluloid 
capsule applied in body of uterus for twenty- 
four hours. 

Nine months later—hemorrhaging ceased; gen- 
eral condition much improved; fibroid much 
smaller. 

Twenty-four months later—discharge cured. 

Total Radiation. Twenty-one hundred and sixty 
Mg. hours. 


UTERINE FIBROID 


7-10-22. Mrs. E. J. L. Age: 41. Married. 


Complaint. Excessive hemorrhage. Prolonged 
menstruation. 
Past History. Infantile paralysis as a child; 


operated on for appendicitis three years 
gonorrhoea twenty years ago. 


Menstrual History. Negative except for pres- 
ent illness. 

Present Illness. Began about six months ago 
when menstruation became prolonged to about 
ten days duration. 

Physical Examination. 
dition—good. 

Vaginal Examination. Fibroid about the size 
of a grape-fruit in the body of the uterus. (Intra- 
mural). 

Treatment. A dilatation and curettage was 
done under a general anaesthetic. Fifty Meg. 
Radium screened in one millimeter of silver and 
two millimeters of rubber applied in body of uterus 
for twelve hours. 

Four months later—hemorrhage ceased; uterus 
decreased in size; gained in weight. 

Twenty-three months later—not menstruated 
since application of Radium—gained in weight. 
Feel absolutely well—not nervous. 

‘ Total Radiation. One thousand and eighty Mg. 
ours. 

7-24-22. Miss L. M. Age: 45. Married. 

Complaint. Pains in back and left side. 

Past History. Negative. 

Menstrual History. Negative except pains three 
days before and three days after menstruation 
and profuse flow. 

Present Illness. Began about eight months ago 
with pains in lower part of back and left ilaic 
region, associated with profuse menstrual flow. 
(Menorrhagia and metorrhagia). 

Physical Examination. Very anaemic and un- 
der-nourished. General condition—poor. Haemo- 
globin 40 per cent. 

Vaginal Examination. Fibroid tumor about the 
size of an orange (intra-mural), and several sub- 
serous about the size of an egg. 

Treatment. Dilatation and curettage was done 
under a general anaesthetic and fifty Mg. of 
Radium screened in one millimeter of silver and 
one millimeter of rubber applied in body of uterus 
for twenty-four hours. 

Twelve months later—menstruation had ceased; 
haemoglobin increased. 

Eighteen months later—uterus one-half original 
size; haemoglobin 80 per cent. Patient feeling 
absolutely normal. Uterus much smaller. 

Total Radiation. Twelve hundred Mg. hours. 

2-24-23. Mrs. F. F. Age: 40. Married. 

Complaint. Hemorrhages. 

Past History. Negative. 

Menstrual History. Negative until two years 
ago when present illness began. Three children, 
normal deliveries. 

Present Iliness. Began two years ago whei\ 
menstruation became gradually prolonged until at 


ago; 


Negative. General con- 




















each period was forced to go to bed and at each 
period became more profuse. ; 
Physical Examination. Very anaemic and under- 


nourished; otherwise negative. 
per cent. 

Vaginal Examination. Uterine fibroid, 
mural and multiple small sub-serous. 

Treatment. Dilatation and curettage was done 
under a general anaesthetic. Ninety Mg. Radium 
screened in one millimeter of silver in a celluloid 
capsule, applied in body of uterus twenty-four 
hours. Hemorrhage continued thirty days after 
first application of Radium. 

Two months later—Hemorrhage ceased and feel- 
ing much better. 

Twelve months later—feeling normal 
Gained in weight. Haemoglobin 70 per 
Uterus about normal size. 

Total Radiation. Twenty-one hundred and sixty 
Mg. hours. 

8-14-23. Mrs. K. F. Age: 26. Married 

Complaint.. Irregular and painful menstruation; 
bleeding for six months. Pains in back. 

Past History. Negative. 

Menstrual History. Negative except present ill- 
ness. 

Present Illness. Began six months ago when 
menstruation became irregular and prolonged. 
(Fifteen days). Severe cramps during flow. 
Pains in lumbar region almost constant. 

Physical Examination. Negative. General con- 
dition—poor. Very sallow and anaemic. Haemo- 
globin 55 per cent. 

Vaginal Examination. Fibroid size of a small 
orange in cul-se-sac. Another large one in fundus 
—several small sub-serous over body of uterus. 

Treatment. Dilatation and curettage was done 
under a general anaesthetic. Fifty Mg. Radium 
screened in one millimeter of silver one millimeter 
rubber in a celluloid capsule applied in body of 
uterus for twenty-four hours. 

Twelve months later—has not menstruated since 
application of Radium—feeling much better. No 
discharge—tumor much smaller. Haemoglobin 85 

er cent. On account of size of the fibroid tumors, 

gave a larger dose of radium that I ordinarily 
use on a woman twenty-six years old. 

Total Radiation. One thousand and eighty Mg. 


Haemoglobin 45 


intra- 


again. 
cent. 


hours. 
1-5-24. Mrs. M. B. Age: 40. Married. 
Complaint. Bleeding from vagina. 


Past History. Negative. 

Menstrual History. Negative. 
normal deliveries. 

Present Illness. Began two years ago when 
menstrual period gradually prolonged from four or 
five days duration to hemorrhaging which became 
constant. 

Physical Examination. Negative except for a 
mass in lower abdomen about one half the dis- 
tance to the umbilicus. Very fat. Weight two 
hundred and forty pounds. Poor surgical risk. 

Vaginal Examination. A large movable uterus 
extending almost to umbilicus; bleeding from 
vargina during examination. Intra-mural fibroid. 

Treatment. Dilatation and curettage was done 
under a general anaesthetic and ninety Mg. 
Radium screened in one millimeter of silver in a 
celluloid capsule for twenty-four hours. 

Two months later—hemorrhage had ceased after 
menstruating once. Ninety Mg. Radium screened 
in same manner was again applied for twenty- 
four hours. 

Six months 


Four children, 


decreased one-half 
Slight pains 


later—mass 


original size; hemorrhage ceased. 
in lower abdomen. 


No discharge. 
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Total Radiation. Four thousand three hundred 
and twenty Mg. hours. 


IDIOPATHIC HEMORRHAGE IN 
YOUNG WOMEN 


Radium has come to our rescue in han- 
dling irregular uterine bleeding in girls 
and young women. Before using radium a 
careful vaginal examination should be 
made under an anaesthtic to be sure of 
an accurate diagnosis. In young girls it is 
not safe to apply over fifty Mg. for four 
hours. A conclusion as to the result can- 
not be drawn until after six months. In 
cases of failure, however, the same dosage 
can be reapplied after this time. 

The cases that I’ve handled have been re- 
lieved with one treatment except one. She 
returned for subsequent examination. This 
time I found an ovarium cyst which had 
evidently been overlooked in the previous 
examination. 


IDIOPATHIC HEMORRHAGE 


4-1-22. Miss S. Age: 24. Single. 

Complaint. Excessive menstrual flow, lasting 
twelve to fourteen days, associated with severe 
cramps before and during flow. 

Family History. Negative. 

Past History. Operation three years ago. Opera- 
tion was dilatation and curettage. Only relieved 
temporarily. One year ago had appendix removed 
and portion of right ovary. 

Menstrual History. Started menstruating when 
thirteen years old. Always irregular and suffer- 
ing during the flow, but has grown worse during 
the past three years. 

Vaginal Examination. Negative. 

Treatment. Dilatation and Curettage was done 
under a general anaesthetic. Fifty Mg. Radium 
four hours. Screening one m.m. silver one m.m. 
rubber in eelluloid capsule. One year later she re- 
turned for examination. Stated that her menstrual 
flow lasted five or six days and was practically 
free from pain. 

8-29-22. Mrs. J. H. P. Age: 25. Married. 

Complaint. Irregular and profuse menstruation. 

Past History. Bilateral salpingestomy four years 
ago. 

Menstrual History. Always irregular; four days 
duration. Two children, normal deliveries. 

Present Iliness. Began one year ago when 
menstruation lasted from eight to fifteen days 
with severe pain. 

Physical Examination. General condition—fair, 
anaemic from loss of blood. 

Vaginal Examination. Slightly lacerated cer- 
vix. Uterus soft, about normal in size and hemorr- 
haging freely. 

Treatment. Under a general anaesthetic, a pre- 
liminary dilatation and curettage was done prior 
to applying fifty Mg. Radium screened in one 
millimeter of silver and five millimeters of rubber 
applied in body of uterus. (Five hours). 

“ne months later—a severe hemorrhage at nor- 
mal menstrual period. 

Two and one-half months later—hemorrhage had 
ceased but suffering with cramps in lower abdo- 
men; relieved by codeine. 

Four months later—free from 


€ symptoms— 
started to menstruating normally. 
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Total Radiation. 
hours. 


MENORRHAGIA ABOUT TIME OF MENO- 
PAUSE 


The dosage of radium is not of a great 
deal of importance in this class of case. I 
believe, however, it is better to give one 
large dose to be sure of stopping the hem- 
orrhage, than to give repeated small doses. 


Two hundred and fifty Mg. 


I’ve had 100 per cent cures with these 
cases. 
2-12-24. Mrs. M.D. Age: 49. Married. 


Complaint. Bleeding from vagina for six months. 
Past History. Negative ; 
Menstrual History. Twelve children, two mis- 


carriages, Menstruation regular until last six 
months, ; 
Present Illness. Began six months ago with 


severe hemorrhages from vagina; has continued 
to bleed since that time. 

Physical Examination. Negative. 

Vaginal Examination. Perineum was relaxed; 
cervix lacerated; bleeds easily when _ touched. 
Clinical diagnosis; chronic endometritis. Micro- 
scopic examination—negative for malignancy. 

Treatment Dilatation and curettage was done 
under a general anaesthetic. Ninety Mg. Radium 
screened with one millimeter of silver in a cellu- 
loid capsule applied in body of uterus for twenty- 
one hours. 

Four months later—much improved; hemorr- 
hage ceased and slight ulceration of cervix per- 
sistent.. Not malignant. 

One year later—feeling fine—no discharge. 

Total Radiation. Twenty-two hundred and fifty 


Mg. hours. 
2-14-24 Mrs. C. T. Age: 48. Married. 
Complaint. Irregular, prolonged menstruation. 


Past History. Operated on seven years ago fur 
laceration of cervix and uterine fibroids. 

Menstrual History. Negative except present 
illness. 

Present Illness. Began seven years ago with 
hemorrhages and severe pain in lower abdomen. 
At that time the cervix was amputated, the left 
ovary was removed, and a myomectomy was done. 
For five years was improved, then present illness 
began with constant hemorrhage. 


Physical Examination. Negative. General con- 
<lition—good. : 
Vaginal . Examination. Amputated cervix; 


uterus small, anti-flexed and not freely moveable. 
Diagnosis—myopathic hemorrhage. 

Treatment. Dilatation and curettaze was done 
under a general anaesthetic. Ninety Mg. Radium 
screened with one millimeter of silver in a cellu- 
loid capsule applied in body of uterus twenty- 
four hours. 

Four months later—hemorrhages ceased after a 
flooding attack, one month after Radium was ap- 
plied. She has since had a slight yellow leuchorrea. 

Six months later—discharged cured. 

Total Radiation. Twenty-one hundred and sixty 


Mg. hours. 

3-3-24. Mrs. T. R. B. Age: 42. 

A case of Dr. Briere. 

Complaint. Hemorrhages. 

Past History Negative. 

Menstrual History. Two children; normal de- 
liveries. 

Present Iliness. Began eighteen months ago 
with severe continuous hemorrhages. Total red 
blood count at that time 1,750,000; haemoglobin 


Married. 
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25 per cent. A dilatation and curettage was done, 
followed by arsenic and iron, internally. The 
blood count six months later was 3,000,000; haemo- 
globin 45 per cent. At that time, the hemorrhage 
began again and it has been continuous since. She 
did not report for treatment until her general con- 
dition was about like it was before the curettage. 

Physical Examination. Very anaemic—poorly 
nourished; otherwise negative. 

Vaginal Examination. Uterus enlarged; hemorr- 
haging freely. No tumor. 

Treatment. Dilatation and curettage was done 
under a general anaesthetic and ninety Mg. of 
Radium screened with one millimeter of silver in 
a celluoid capsule applied for twenty-four hours. 

Two months later—hemorrhage ceased complete- 
ly; haemoglobin 60 per cent, total red corpuscles 
4,000,000. 

Total Radiation. 
Mg. hours. 

I wish to thank Doctors Chas. H. Voss, 
D. C. McBride, and J. R. Evans for their 
assistance. 


Twenty-one hundred and sixty 





INSULIN IN THE SURGICAL COMPLI- 
CATIONS OF DIABETES* 


SEALE HARRIS, M. D. 


BirMINGHAM, ALA. 


When Doctor Dearman gave me a very 
kind invitation to attend this meeting and 
take part in the discussions, I wrote him 
that I would be delighted to come, that I 
always enjoyed the meetings of the Missis- 
sippi State Medical Association, and al- 
ways learned something worth while—and 
this meeting is no exception to that rule. 

After hearing some of the papers and 
discussions from your local men, as well 
as from my confrere, who formerly lived 
in Alabama, I am reminded of a conversa- 
tion that occurred in Paris soon after the 
signing of the Armistice, when I was at 
luncheon with Doctor Finney and Doctor 
Crile. Doctor Finney said to Doctor Crile, 
“What is your outstanding impression of 
the things you have learned of the work 
that has been done by the American med- 
ical officers in France?” Doctor Crile re- 
plied, “I have been watching men operate 
up and down the front and I have seen men 
that I never saw before, from places I 
never heard of, doing just as good surgery 
as you and I are doing.” Then Doctor 
Finney was asked as to his impressions, 
and he said the same thing—that he had 
been struck with the fine work in surgery 
that was being done by men from all parts 
of the country. They asked my impres- 
sion, and it was this—that, coming out 
from the War, all over the country, in 
small towns as well as large cities, there 
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would be groups of men gotten together 
and doing just as good work as the groups 
in the great medical centers, in the North, 
and the East and the South. I am quite 
convinced of that after my work in the 
Southern Medical Association, because we 
found men all over the South, even in the 
country districts, sometimes just one man, 
doing just as good work as the professors 
in the great universities, and if I may em- 
barass your President, I would like to say 
that Doctor Dearman, at Long Beach, is 
doing just as good work in internal medi- 
cine as Barker at Johns Hopkins and the 
men of the other great clinics. 

The President asked me to talk for a 
few minutes, and I hardly know what to 
talk about, unless it is the new treatment 
for diabetes. Perhaps something along 
that line might be serviceable from a sur- 
gical viewpoint. There is no question but 
that the discovery of insulin by Banting 
is one of the great, epoch-making discov- 
eries of this or any other age, and that, 
because of it, thousands of people are alive 
today who would not be living were it not 
for this discovery. It has an especial bear- 
ing in surgery, because, with this new 
treatment, and with the diabetic patient 
properly dieted, there is no reason why the 
diabetic should not be just as good a sur- 
gical risk as the man who is not a diabetic. 
Of course, if a diabetic has the surgical 
condition of gangrene or any other com- 
plications it is important to prepare him 
for operation by dieting and by the use of 
insulin, rendering his urine not only sugar 
free, but remembering that acidosis is the 
thing most to be afraid of in any form of 
diabetes. 

We happen to have had a number of 
cases of diabetes in which there were sur- 
gical complications, some of which we were 
able to prevent by the use of insulin. Be- 
fore the use of insulin, I do not remember 
to have seen a case of gangrene that healed 
without operation. Since the use of insu- 
lin we have had several cases where we 
told the patients we believed operation 
would be necessary, but with the use of 
insulin and dieting, after a few days the 
gangrenous areas would slough off and the 
wound heal nicely. 

Another point in surgery on diabetics, 
for instance, for perforating ulcer of the 
foot, under former conditions amputation 
was never done below the knee. With the 
use of insulin it is possible to save the knee 
joint and the upper third of the leg. I re- 
cently had a talk with Doctor Westmore- 
land, of Atlanta, and he said that in his 
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experience, before the discovery of insulin, 
he had never seen a case of perforating ul- 
cer of the foot in which an operation was 
necessary that was not finally amputated 
above the knee, and that he had been do- 
ing that as a primary procedure after a 
good deal of experience; that in nearly all 
these cases the patient died within a year 
or two from diabetes. We have had sev- 
eral cases of perforating ulcer of the foot, 
one case which I recall, in which amputa- 
tion was made at the lower third, and the 
patient made a perfect recovery. Another 
case in which amputation was made for an 
immense perforating ulcer—amputation at 
the upper third, with excellent recovery. 
These patients have been doing very well 
since then. 

Among other things of surgical interest 
in diabetes is the possibility of mistaken 
diagnosis in early coma, before the patient 
is completely unconscious. We had one 
patient brought to us in coma in which 
there was a perfect picture of acute ap- 
pendix plus drowsiness of the patient. He 
had no symptoms of diabetes such as are 
usually noticed, but he did have a voracious 
appetite, he was drinking a good deal of 
water, and was getting up at night to uri- 
nate. The doctor the week before had 
found sugar in the urine; then he had 
acute pain in the abdomen and fever; he 
was also drowsy. When the physician 
found his urine loaded with sugar he put 
him on a train and sent him to us, and by 
the time he got to Birmingham he was in 
complete coma. The outstanding symp- 
toms of that case were rigidity of the ab- 
domen and marked tenderness, and al- 
though he was in coma, pressure over the 
abdomen would make him writhe. In 
twelve hours by the use of insulin the case 
was cleared up. And, by the way, the im- 
portant thing in these cases of coma is to 
clean out the intestinal tract by repeated 
enemas and salines, because intestinal tox- 
emia often precipitates diabetic coma. 

We had another case, a child, that was 
brought to Birmingham by his physician 
with a diagnosis of acute intestinal ob- 
struction. On making an examination of 
the urine it was found loaded with sugar 
and the case turned out to be one of dia- 
betic coma. Unfortunately the patient 
died in a few hours. 


We had another interesting case with 
surgical complications, in which I believe 
insulin saved the boy’s life. This was a 
boy 15 years of age, who had a severe dia- 
betes in which there was practically a to- 
tal loss of function of the pancreas, no in- 
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sulin being secreted, and, while he was in 
the infirmary, he developed pain in the ab- 
domen. We suspected impending coma, ex- 
cept that he did not have diacetic acid in 
his urine. Then he developed fever and 
a leukocytosis, and we made a diagnosis of 
acute appendix. He was operated under 
local anaesthesia, and an acute appendix 
found and enucleated. It was a drainage 
case, and without insulin he surely would 
have died. He made a slow but good re- 
covery, and is now taking the insulin 
hiimeelf. 

Ancther point regarding surgery in dia- 
betics is important, and that is ether in- 
creases sugar in the urine and should not 
be used in the case of a diabetic if it can 
be avoided. Local anaesthesia is the choice 
bevause there is less shock and less acido- 
sis. Next to that, of course, gas and oxy- 
gen is the anaesthetic. In the surgery of 
diabetes, of course, the surgeon and phy- 
sician must co-operate, because the results 
that follow operation will be determined as 
much by the diet and the use of insulin 


as by the surgical technique of the oper- 
ator. 





SOME OBSERVATIONS FROM. THE 
NEUROLOGICAL CLINIC OF THE 
CHARITY HOSPITAL AT 
NEW ORLEANS* 


L. L. CAZENAVETTE, M. D. 


New ORLEANS. 


I shall not in the following lines burden 
you with statistical reports of cases seen 
and treated in the nervous clinic of the 
Charity Hospital, nor shall I attempt a de- 
tailed summary of what has been done for 
these patients, but I wish to call your at- 
tention to some observations of a general 
character which in a great measure con- 
cern the welfare of the class of patients 
that, because of the nature of their illnesses 
seek relief in this special line of service. 

The cases seen in these clinics during my 
time of service have been very numerous 
and the diseases presented by them varied 
widely. It is very probable that the ma- 
terial as a whole covered a wide range of 
the known diseases of the nervous system; 
certainly all of those that, in spite of their 
gravity, permitted the patient to come and 
occasionally to be carried to the clinic. 
These patients represented diseases affect- 
ing all parts of the nervous system— 
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brain, cord and especially the peripheral 
nerves—the functional diseases as well as 
the neuroses, psycho-neuroses and others 
were very frequently seen. 

Borderline and frank psychoses were nu- 
merous. 

Occasionally acute affections of the 
nervous system were seen; but the great 
majority of cases were of the chronic or 
residual types. It must be observed here 
that many patients came to the clinics, 
months and even years after the onset 
of their malady, when nothing could be 
done for them. Think of a case of hemipa- 
resis coming eleven or more years after the 
onset of his paralysis, a case of tabes in 
the advanced ataxic stage, etc., etc. 

Reports from all hospitals show that the 
greatest number of cases in the nervous 
clinics belong to the syphilitic group. And 
as the years go by this group grows larger. 
One will naturally seek the reason for the 
increase in the number of such cases of 
today as compared to that of a score of 
years ago. Not that they differ so much in 
their clinical manifestations, but because 
of their greater frequency. No doubt, 
thorough method of neurological examina- 
tion and the help given us by the labora- 
tories have helped to place into this group 
cases definitely as syphilitic, that years 
ago might have been classified otherwise. 
On the other hand, the great advances 
made in the treatment of syphilis, since the 
discovery of salvarsan and allied prepara- 
tions, should, perhaps, by this time, begin 
to show its effects by causing a diminution 
in the number of such cases. But this is 
not the case. Has too much reliance been 
placed on these preparations to the neglect, 
perhaps, of the time-honored and proven 
beneficial effects of mercury and iodide? 
These thoughts are brought to mind from 
the histories of our patients, from which 
we frequently read that they had been 
given a number of intravenous medications 
thought sufficient in the presence of re- 
peated negative Wassermann reactions to 
be considered cured. 

It is a known fact that cases of syphilis 
when properly treated in the early stages 
will give a negative serum Wassermann, 
when it had been positive before, and that 
this serum Wassermann may remain nega- 
tive for a long time. But a negative serum 
Wassermann, even with negative physical 
findings, does not mean that the patient 
has been cured. For we know too well that 
the spirochete may invade the nervous sys- 
tem shortly after the initial sore, i. e., 
about the time of the secondaries, and, in 
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order to: know whether this important or- 
gan has not been invaded, it is necessary to 
have recourse to the laboratory and to have 
a cerebro-spinal fluid test made. (Last at 
end of third year of treatment). 

The procedure is not dangerous when 
done carefully. 

In the hands of many men, no case of sy- 
philis is discharged as cured unless 
the patient has been free from the clinical 
manifestations of the disease, kept under 
observation for several years and all labor- 
atory findings repeatedly show negative 
results. But how many satisfy themselves 
and pronounce their patients as cured after 
serum negative reactions. Perhaps we 
have here an explanation for the increased 
number of neuro-syphilitics. 


Referring again to the material seen in 
these clinics years ago, as compared to 
that of recent years, it is surprising to note 
the almost total absence of cases of multi- 
ple sclerosis. Cases coming to us with 
well marked spasticity, intention tremor, 
scanning speech and mystagmus, the cardi- 
nal symptoms of this most interesting dis- 
ease, formed a large part of our chronics 
of years ago. Today, however, such cases 
are seldom seen much to the disappoint- 
ment of the teacher in nervous diseases. 
Here again the question may be asked: 
Why is it that we see so few such cases? 
Has the disease begun to disappear from 
our midst, or have these cases been ab- 
sorbed in the large group of syphilis of 
the nervous system. For some have con- 
tended that multiple slerosis is of syphilitic 
origin. 

Again our restrospect recalls the fact 
that of recent years there has been a total 
absence of cases of progressive muscular 
atrophy of the pseudo hypertrophic type. 
Few cases of paralysis resulting from pol- 
iomyelitis have appeared in the clinic in 
recent years. 

Following times of stress and visitation 
in the community of certain diseases as in- 
fluenza, we see in our clinics cases showing 
the effects of such conditions on the nerv- 
ous system. These cases come to us more 
frequently in the form of functional dis- 
orders of the nerve exhaustion type. 

During the past few years, there have 
been a small number of cases showing in- 
volvement of single cranial nerves. After 
a complete survey of these cases, it was 
evident that they belonged to the group of 
encephalitis, a disease which has also fur- 
nished us cases with post-encephalitic syn- 
dromes of the Parkinsonian, dystonias and 
other varieties. It was evident from the 
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clinical symptoms, that the legions were 
nuclear in origin. 

I have called your attention to conditions 
that are of great interest and worthy of 
further consideration, but let me divert an 
instance and call your attention to a few 
observations which I hope will prove of 
benefit to your patients. 


I have reference to the most frequent 
form of paralysis that we see. That is fa- 
cial paralysis. This disease is not fatal in ° 
itself, but is a matter of serious conse- 
quence to the patient. It has been said 
that the psychic effect overweighs the phy- 
sical defect, and we have found this to be 
the case in many instances. As you know 
its most frequent cause is exposure. It 
has for this reason been called refrigera- 
tion palsy. It may be due to many other 
causes, but from whatever cause you can 
almost always render your patient much 
more comfortable by the application of 
some means of rest and support to the 
paralyzed muscles, which at the same time 
may help in the diminution of the course 
of the disease. 

This I have done in our clinics for many 
years. It consists in the application of 
Z. O. strips in such a way as to support 
the sagging side of the face. Thus: One 
strip 1-2 inch wide is made firm at a 
point under the lower lip about the mid 
line, traction is then made in the direction 
of the ear and the other end of the strip 
is made firm either in front of the ear or 
behind the ear. Another strip is made 
firm over the upper lip and pulled up and 
out in the same direction and made firm 
as above. With these two strips firmly 
in plaee, the pull or traction from the 
muscl¢s on the normal side of the face is 
then exerted on the Z. O. strips and not on 
the paralyzed muscles. A small strip may 
be used to hold up the drooping lower lid. 
This strip helps to close the eye and pre- 
vents the dryness of the conjunctiva and 
its attended discomfort. Such applications 
render the patient at once comfortable. 
He is relieved of the weight of the sag- 
ging muscles on the paralyzed side. This 
enables him to eat, speak and drink with 
greater comfort. There is no doubt in my 
mind that in the cases in which this meth- 
od was used the course of the disease was 
very much shortened. This does not mean 
that other applications to the face and 
whatever medications deemed necessary 
should not be carried out. Of course, these 
strips must be replaced whenever they be- 
come loose, but should be used continuous- 
ly for a period of at least three weeks. 
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In cases of musculo-spiral paralysis the 
use of an angular splint for the purpose of 
rest and support to the hand will accom- 
plish a similar purpose. In these two 
forms of paralyses, as in many other paral- 
yses of peripheral origin, it is the writer’s 
opinion that a persistent use of electricity 
of the proper form is of great benefit. 
Electricity has its proper place in the treat- 
ment of these and other diseases of the 
nervous system, and much good can be got- 
ten by it in properly selected cases. The 
same may be said of the new methods of 
physio-therapy, which, because of their 
concrete mode of application, are of par- 
ticular benefit to the nervous patients. 


A point of observation which I think of 
sufficient interest to call your attention to 
here is the frequent ease with which we 
are likely to make diagnoses of epilepsy. I 
have seen many cases which “a _ priori” 
from the history alone could have been 
diagnosed as such, but, after more careful 
and complete examinations with laboratory 
findings, were diagnosed otherwise. This 
is not of importance merely from a statis- 
tical or clinical point of view, but it must 
be remembered what a diagnosis of epilepsy 
means to the patient, and many of them 
are conscious of this fact, that they are af- 
fected with an incurable disease. This 
point alone should make us still more care- 
ful in the proper study of these cases. 


As previously stated, there are at all 
times coming to the clinic cases belonging 
to the large group of neuroses and psycho- 
neuroses, and to the group of mentally de- 
ficient. As much time as possible is given 
towards the proper study of each individ- 
ual case. But these patients require more of 
the physician’s time than is usually given to 
ordinary cases. For it is necessary here to 
go into the details of each case in order 
to smooth out difficulties that are so fre- 
quently a contributing cause of their com- 
plaint. This demands a proper knowledge 
of the home surroundings and environment 
under which these patients live. This in- 
formation is gotten through the social 
service department under the directorship 
of Miss L. Bachman. I wish to say here 
that Miss Bachman and her co-workers 
have responded cheerfully and willingly, 
at all times, to our request for their serv- 
ices, and have rendered the service inval- 
uable aid in many trying circumstances. 


With regards to the cases showing men- 
tal disease, in the young as well as in the 
adult, which still come to us, I believe they 
should be referred to a unit (clinic) where 
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psychiatric cases, especially in children, 
and their problem could be studied. 

Before closing, I wish to say that many 
patients come to the clinic from the adja- 
cent parishes. Many of them do not re- 
quire hospitalization. They could be han- 
dled perfectly well as out-clinic cases, and 
relieve the over-crowded conditions of the 
hospital wards. The suggestion is made 
here that some instruction to that effect be 
given such patients by the physician re- 
ferring the case. A word from him cover- 
ing his observation of the case, particularly 
so when the patient does not speak English, 
would be much appreciated by the clini- 
cian. 


DISCUSSION 
Dr. Roy M. Van Wart (New Orleans): Doctor 
Cazenavette’s paper is extremelv timeiy. In this 


clinic the doctor is able to see the kind of cases 
that will walk into his office, rather than hos- 
pital cases. A large number of patients will 
never reach the stage where it is necessary to 
hospitalize them, and, unless one is familiar with 
this type of case, he is apt to lose sight of this 
class of nervous disorders. 

I think Doctor Cazenavette is right in his 
statement regarding the mental deficiency of cer- 
tain types of nervous disorder. We do not see 
today the typical class of case that we formerly 
called multiple sclerosis. I think also that we see 
less of the typical organic cases, and I think most 
of that is due to the changed policy in regard 
to the admission of patients to the Charity Hos- 
pital. The relative number of these cases is com- 
paratively small, and when it was made impos- 
sible to admit cases from other states it naturally 
cut down the source from which these types 
would be derived. Formerly we saw as many 
cases from neighboring states as from Louisiana; 
today this is not true—we see comparatively few 
from surrounding states. 

In regard to the syphilis problem, I believe 
that there is a tendency to try to attribute every 
type of organic nervous disease to this cause. I 
would like to utter one word of warning, and 
that is that one Wassermann reaction is not a 
specific reaction. There are other conditions 
which will set free lymphoids besides syphilis. 
There are a number of cases wherein destructive 
conditions produced by tumors of the spinal cord 
and brain have given positive Wassermann reac- 
tions. I have known of four or five cases where 
there was a positive Wassermann, and where at 
autopsy we found nothing but gross tumors. So 
the presence of this reaction is not diagnostic in 
the absence of typical clinical findings. The 
question of careful clinical training is the only 
way we can learn to differentiate, and it is ex- 
tremely unfortunate that the laboratory in many 
instances has quite taken the place of the care- 
ful clinical examination that is necessary to dif- 
ferentiate the various types of nervous disorders. 
I am thankful that m~ training should have been 
in the days before the laboratory, when we de- 
pended entirely upon clinical examination for our 
means of differentiating these cases. 

In regard to the treatment of syphilis, I must 
disagree with Doctor Unsworth that syphilis of 
the nervous system is a late manifestation. Un- 
fortunately, in many cases it is early. I have a 


case of meningitis that was taken on November 








o7th and was admitted to Touro Infirmary in 
January, a typical syphilitic meningitis with de- 
structive conditions from which she has not re- 
covered. : 

In the treatment, I wish to emphasize the fact 
that the intraspinous method is of great value 
in many cases. Where we find we have a case of 
central nervous system syphilis in which other 
methods Nave LlaLeu, Me iuthasp.Nnods miccio0d vi- 
fers a means of help to a certain number, although 
I will not say all, but a certain number. I have one 
case in mind in which some forty intraspinous In- 
‘ections were given in two and a half years. The 
man, when I first saw him, was a typical case 
of general paresis; but in four weeks he could 
return to his occupation, and has been able to 
continue since that time. Unfortunately, his 
spinal fluid is not negative, and he is not cured, 
but he is, at least, able to work, and that after 
other methods had failed to benefit him. This is 
true in a great many cases, and I believe there 
are a certain number of central nervous system 
syphilis cases which can be, if not cured, the 
condition improved by the intraspinous method. 

Dr. J. D. Young (Shreveport): I want to con- 
gratulate Doctor Cazenavette on his paper and 
to call your attention to some facts brought out 
in regard to epilepsy. I have seen a number of 
cases diagnosed epilepsy, but when spinal punc- 
ture was done they were found to be suffering 
from cerebrospinal syphilis. 

The other point he brought out in regard to 
the cranial nerve is rather important. We are 
seeing quite a number of these today, especially 
resulting from lethargic encephalitis. 

The occurrence of syphilis being more frequent 
can be explained by the fact that the old-time 
method of salvarsan has not been reinforced by 
the old-time method of mercury and the iodides, 
and so quite a number of cases are discharged 
after the blood Wassermann is said to be nega- 
tive. Our experience is that 25 per cent of all 
syphilitic infections give a negative blood Wasser- 
mann and a positive spinal fluid Wassermann, 
and this 25 per cent as a rule have been treated 
by the intraspinous method and discharged as 
cured. 

The method employed in cerebrospinal syphilis 
is salvarsan, spinal puncture, and drainage of an 
ounce of spinal fluid some one or two hours aft- 
erwards; then a mercurialized serum made by 
dissolving 1-80 gram of bichloride of mercury 
in two drams of the patient’s own cerebrospinal 
fluid and reinjecting it into the arachnoid space. 
Under these conditions we often do not cure, but 
sometimes we are able to hold these cases in 
abeyance, and even in some cases cure them. 

Dr. C. V. Unsworth (New Orleans): I have 
been very much interested in Doctor Cazena- 
vette’s paper becaure for quite a while I had a 
service at the Charity Hospital. As you know, 
cerebrospinal syphilis is a very important subject 
and the neurological symptoms are always a late 
manifestation, for the reason that the nervous 
system has more resistance than any other part 
of the body. When the average case of syphilis 
is treated, the man is given a little mixed treat- 
ment, and he may have a blood examination 
made; he may continue on and get some salvar- 
san, and finally he gets a negative blood Wasser- 
mann and the doctor thinks he is cured. As a 
matter of fact, the method I pursue in treating 
cerebrospinal syphilis is this: I first give the pa- 
tient iodide of potash for ten days, which will 
drive the spirochaete into the blood stream, and 
then I give him salvarsan. I give him a dose 
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about every six or seven days until I have given 
him six doses. Then I give him mixed treatment 
over a period of six weeks. I then give him a 
rest of six weeks, and then have a spinal and 
blood Wassermann. I do not think you can put any 
reliance at all upon the blood Wassermann; from 
the neurological standpoint we have to depend 
upon the spinal fluid Wassermann. If the man 
is then negative I continue to give him iodide of 
potash for about a month, and then I give him 
another six doses of salvarsan. At that time I 
have another spinal fluid examination made and 
if that is negative, then instruct him to have 
a spinal fluid examination about every 
three months, and in the meantime I put 
him on protiodid of mercury and tell him the 
necessity of watching his condition over a period 
of ten or fifteen years. We cannot tell when a 
man is rid of syphilis. When I was at Charity 
Hospital a man was supposed to be cured aiter 3 
years of medical treatment. 

I believe the time to treat cerebrospinal syph- 
ilis is when the man gets the initial sore. If he 
gets a sore when he is eighteen years of age, 
by the time he is referred to the neurologist he 
finds he is stumbling around and cannot walk 
very well or has some symptoms of paresis. It 
is then too late for the neurologist to do him 
any good. I think that accounts for the fact that 
Doctor Cazenavette aves not see so Many oi these 
cases, these chronic neurological cases, in his 
clinic.. I believe the men know better how to 
treat syphilis, they understand the necessity of 
continuing the treatment, and I think social serv- 
ice has helped us out wonderfully in instructing 
the people how to take care of themselves. It is 
educational, the same as tuberculosis or any 
other disease. 


With reference to the paralysis that the doctor 
spoke of, we do see a great many of these cases, 
and I imagine the adhesive strips will relieve the 
terminal forms. I do not believe if you have a 
central lesion that you will ever get well of that. 
I think where just a portion of the nerve that 
supplies the muscle becomes involved then with 
massage, or electricity, or hot and cold applica- 
tions the patient, as a rule, makes a good recov- 
ery, or there is no deformity. There is some- 
times a second portion of the canal involved, 
where it passes through the Fallopian tube, due 
to middle ear disease. Sometimes these cases get 
well, but I do not believe they get well if it is 
a central lesion. What we need is a psychiatric 
clinic and these cases should be referred to it. 

With reference to epilepsy, I agree that any- 

one should be careful about making a diagnosis 
of epilepsy. We have means of making these 
diagnoses and there is not much trouble to dif- 
ferentiate between a case of epilepsy and a case 
of hysteria. 
_ Dr. E. MeC. Connely (New Orleans): I would 
like to reiterate what has been said in regard 
to lumbar puncture. I think most of us invest 
lumbar puncture with too much sanctity, as it 
were. We impart to it the dignity of a surgical 
operation, and while I do not wish to give the 
impression that lumbar puncture is not serious, 
on the other hand I do not believe that if a 
man knows his business lumbar puncture is any- 
thing to be dreaded, and I do not believe that 
serious results will come from it. I think a great 
many of our bad results, as Doctor Cazenavette 
has pointed out, are due to the fact that we do 
not make a puncture early. 

As to epilepsy, I most heartily agree with Doc- 
tor Cazenavette as to the indiscriminate diagnosis 
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of epilepsy. It is so generally considered to be 
an incurable disease that the effect on the pa- 
tient is bad, and we must not forget that a 
great many things cause convulsions besides 
epilepsy. Cerebral lues, hysteria, almost any 
toxic condition, especially alcoholism. 

Dr. W. J. Otis (New Orleans): Lues, from the 
inception of the infection, should be treated rad- 
ically. We know that there have been patients 
who came to us with the following story: “I had 
an infection, the infection was cauterized. I was 
patted on the back and told I was all right.” 
Other patients will report that they had two in- 
jections and the doctor told them they were 
cured. Of course, we suppose the patient is tell- 
ing the truth. The result is the case remains 
untreated, he tries this, that and the other patent 
blood medicine, which does no good; he shows 
signs of early paresis, and the ultimate result is 
the involvement of the entire cerebrospinal sys- 
tem with subsequent N. P. hospital care. On 
the other hand, there are cases which are treated 
by the intravenous, instraspinous and intraventric- 
ular routes, and still remain general paretics. 
These injections have been done under most 
skillful procedure. The moral is—treat radically, 
treat early, treat continuously within reason. If 
you feel that a man has no money to be treated 
by you, send him to the nearest free clinic. Sal- 
varsan is expensive and most people do not have 
the money to buy mixed treatment. If you treat 
radically and early, and instruct these people, 
you thereby prevent a numper of tavoparetics 
and tabetics. 

When we make a diagnosis of epilepsy we are 
treading on dangerous ground unless we know 
the individual is epileptic. All convulsive move- 
ments are not epilepsy. They may have con- 
vulsions from excesses of all sorts, auto intoxi- 
cation and the like. 

Social service has done much for the care 
and follow-up in our Charity Hospital at New 
Orleans. We have one of the most up-to-date 
social service departments in our hospital. Should 
any physician write for information concerning 
their patients, we will do our best to answer, and 
if we, in turn, write to you for information 
be good enough to answer our questions. Espe- 
cially those patients who have language difficul- 
ties and in whose case a concise abstract will aid 
us. Please do not send frank psychoses to the 
hospital. We have no psychopathic pavillion, nor 
does the State make provision for a psychotic 
patient as such. The patient arrives with an at- 
tendant, is admitted, only to be transferred to a 
mental hospital or returned home—causing much 
discomfort to the patient, much waste of energy 
with no results as to comfort for the patient. 

Dr. L. L. Cazenavette (ciosing): it wish to 
thank the discussors for their kind remarks and 
to again emphasize the necessity for more thor- 
ough and continuous treatment of every case of 
syphilis, especially when seen in early stages, in 
order to prevent its late manifestations on the 
nervous system. The treatment should not be 
stopped until one has made a thorough search for 
traces of the disease and found these absent. 
This search, aside from clinical findings, should 
include the examination of the spinal fluid. 
Spinal puncture, when done properly by ex- 
perienced hands, is not a dangerous procedure. 
Some patients believe it is and refuse to have it 
done because they have heard of bad results. But 
when told of the great importance of the infor- 
mation obtainable thereby, they usually consent. 
For the good of your patient, if you feel unable 
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or unwilling to do it yourself, send him to some 
competent laboratory to have it done. 

In regard to epilepsy, I wish to emphasize the 
seriousness of branding one as an epileptic. Be 
sure the patient has nothing else to explain the 
attacks before making a diagnosis of epilepsy. 





ACUTE INTESTINAL OBSTRUCTION 
NECESSITATING INTESTINAL 
RESECTION* 


H. R. SHANDS, M. D. 
JACKSON, Miss. 


As long as the general mortality of acute 
intestinal obstruction remains at or above 
fifty per cent, it must continue to be a 
subject of consuming interest to the sur- 
geon. That this great mortality can be 
considerably reduced we will all admit. 

In intestinal obstruction probably more 
than in any other surgical condition the 
cause of death is delay. Prompt operative 
treatment will always be the greatest fac- 
tor in the reduction of this excessive mor- 
tality. The general practitioner must be 
constantly reminded that any acute abdom- 
inal pain lasting over three or four hours 
calls for a prompt surgical consultation. 
It will probably be many years before sur- 
geons can hope to always receive cases of 
intestinal obstruction at an early and uni- 
formly favorable time for operative treat- 
ment. This being true, it will not be amiss 
for us to consider the methods of treatment 
which are indicated in the various stages 
of acute obstruction. 

The general principle might first be 
stated that the object of the treatment is 
to relieve the obstruction, by whatever 
method will leave us a living patient. The 
principles of treatment may be summar- 
ized under several different classes of 
cases. 

Class 1. The acute obstruction which 
develops within the first week after an 
abdominal operation, and which is due as 
a rule to fresh adhesions from a localized 
peritonitis, is usually best treated by a 
simple enterostomy, preferably made high 
up in the jejunum and under a local anaes- 
thetic. After this simple treatment, in a 
few days the lumen of the bowel most oft- 
en becomes re-established, and no fistula 
is left at the enterostomy opening. When 
possible the omentum should cover the en- 
terostomy opening in the bowel and the 
tube pass through a small rent in the omen- 
tum. Should the lumen of the intestine 
not become patulous, further operative 
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treatment will, of course, 
later. 

Class 2. In those cases of obstruction 
which occur after the convalescence from 
a previous laparatomy or which occur in- 
dependently of an abdominal operation, the 
treatment must vary according to the time 
the patient is seen after the obstruction 
occurs; (a) if the patient is seen within 
the first twenty-four or thirty-six hours, 
when his condition is good and before dis- 
tention has occurred and when vomiting of 
intestinal contents has not yet begun, the 
stomach should be washed out, a general 
anaesthetic given and the cause of the ob- 
struction searched for and removed. In 
this case the abdomen may be safely closed 
without drainage of the bowel. Gastric 
lavage should be continued post-operative. 

(b) Second stage, when the patient is 
not seen until later, thirty-six or forty- 
eight hours after the obstruction, his gen- 
eral condition may still be good, but there 
is abdominal distention with severe vom- 
iting, which may or may not be stercora- 
ceous. In this case, after washing out the 
stomach, under a general anaesthetic, the 
cause of the obstruction should be relieved, 
but before closing the abdomen an enteros- 
tomy should be done to drain off the poi- 
sonous contents of the proximal bowel. 
Here the enterostomy should be done just 
above the obstruction. The post-operative 
treatment will include gastric lavage and 
irrigation of the bowel with glucose and 
soda solution through the enterostomy tube 
and by rectum. 

(c) Third stage. In the third stage the 
general condition of the patient is bad, 
with weak, thready pulse, Hippocratic 
facies, abdominal distention and stercora- 
ceous vomiting. Now nothing more than 
a simple high enterostomy under a local 
anaesthetic should be attempted. The bow- 
el and stomach should be irrigated and 
later liquid nourishment given through the 
enterostomy tube. Should the patient sur- 
vive, a few days later the cause of the ob- 
struction should be relieved through an- 
other incision, if it has not relieved itself. 
The above principles of treatment are gen- 
erally concurred in at this time. 

Class 3. In those cases of acute obstruc- 
tion where it is necessary to resect a por- 
tion of the bowel, on account of gangrene, 
malignancy, etc., there does not seem to be 
any unanimity of opinion as to what is the 
best course to pursue. Many surgeons still 
do an immeditae anastomosis after resec- 
tion for acute obstruction. Monyhan 
states: “There are few rules so binding 


be necessary 
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upon the surgeon as that which prohibits 
the resection of growths and subsequent 
end to end anastomosis of the large intes- 
tine in cases of acute obstruction.” My 
belief is that Monyhan is eminently cor- 
rect in enunciating this principle, both as 
regards the large and small intestine. The 
object of any treatment is not to save the 
occasional case, but to save the largest per 
centage of cases of any given condition. 
Usually, if a resection is found to be neces- 
sary in acute obstruction the operation can 
be more safely done in two stages. At the 
first stage the gangrenous bowel is ex- 
cised and after tying in tubes, the proximal 
and distal ends of the open intestine are 
sutured into the abdominal incision, allow- 
ing for the freest possible drainage. Later 
when the patient is in good condition, the 
ends of the bowel should be sutured so as 
to re-establish the intestinal canal. Even 
when treated in this way the immediate 
convalescence will be stormy enough. 

The occurrence of an intestinal gangrene 
profoundly disturbs the innervation of the 
non-gangrenous bowel, as shown by much 
ileus and distention post-operative. This 
free drainage will allow none of the poison- 
ous contents of the proximal intestine to 
descend for absorption into the distal end. 
Fluids which are so necessary may be in- 
troduced constantly for absorption by the 
distal intestine. The supplying of fluids 
and the removal of poisonous contents are 
the two compelling desiderata. 


Hypodermoclysis and gastric lavage 
should also be used. The bowel above the 
gangrene is usually edematous, badly con- 
gested and often cynotic. Certainly it is 
not in condition for immediate suture if 
you expect satisfactory union. It is sur- 
prising how easy it is to get perfect union 
at the second stage of the operation, when 
the bowel and patient have returned to a 
more or less normal condition. 

I realize that the force of this argument 
would not be so great if the gangrene oc- 
curred well up in the jejunum, However, 
a gangrenous ileum or large intestine is 
found ten times as often as a gangrenous 
jejunum. If the resection of the intestine 
is done high up in the ileum or in the je- 
junum there is some danger of starvation 
from lack of absorption before the escape 
of the chyle. In this case after a day or 
so the discharge from the proximal end 
may be collected and injected with other 
liquid food into the distal intestine. 

After a few days the tubes which are 
tied into the protruding ends of the bowel 
fall out. Then the irritation of the abdom- 
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inal wall from the fecal escape is some- 
times annoying. This may be attenuated 
by the use of zinc oxide ointment, ambrine 
or Balsam of Peru. The best way in 
which to prepare the skin of the abdomen 
for the subsequent anastomosis is to re- 
move all dressings from the wound and 
have someone sit beside the patient and 
immediately wipe off with gauze the ir- 
ritating chyle as it is discharged. In two 
or three days in this way the skin can be 
brought back to fairly normal condition. 

As stated above the bowel heals quite 
readily after a simple end to end suture at 
the second stage of the operation. It has 
been my practice to do an enterostomy five 
or six inches above the anastomosis when 
the bowel is sutured. I have never had an 
enterostomy opening which did not close 
spontaneously if the enterostomy tube was 
left in place for six or seven days. 

The same principles of treatment apply 
if acute obstruction is caused by a cancer 
of the large intestine. Here the three- 
stage operation of Von Mikulicz had best 
be used. Of course in this case a prelimi- 
nary colostomy might be done, and later 
the resection be accomplished at one stage. 
I think, though, the Mikulicz the safer 
plan. 

The principle of the Mikulicz operation 
on the large intestine may be used in a 
three-stage operation for resection of the 
small intestine, as described by Mixter. In 
this plan when the diseased bowel has been 
excised, the proximal and distal segments 
are sutured together laterally near the 
open end for a distance of three inches. 
The open ends with the tubes tied in place 
are brought through the abdominal wall in 
a shot gun fashion. A week or ten days 
later a crushing forceps is introduced into 
the open ends and left clamped upon the 
exposed bowel walls until it cuts through. 
Then with a local anaesthetic the fistula 
can be readily closed. This will obviate 
the necessity of a second general anaesthetic 
and of a second entry into the general peri- 
toneal cavity. 

A point worthy of mention which is not 
often stressed in this: Whenever gangrene 
of any of the abdominal viscera occurs as 
a rule on opening the abdomen you will 
find blood-stained serum. If you had 
planned the doing of a simple enterostomy 
and found bloody serum in the abdomen, 
the operation should proceed until the 
cause of the obstruction is found. A pa- 
tient cannot recover if intra-abdominal 
gangrene is left in situ. 

There certainly are cases in which the 
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surgeon may be justified in doing an in 
mediate anastomosis after resection for 
acute obstruction. If the condition of the 
patient is unusually good this might be 
permissible. However, if the obstruction 
had existed long enough for gangrene to 
supervene, very seldom will the patient b: 
in such a good condition as to permit the 
complete operation at one stage. Very 
much the safest plan in the general run of 
cases is the two or three stage operation. 

The one-stage resection and anastomosis 
will be indicated more often in cases of 
gangrenous strangulated hernias than if 
the gangrene had occurred within the ab- 
dominal cavity. Gangrene in a hernial sac 
shut off from the general cavity dors no 
seem to be so quickly and excessively de- 
pressing. Even strangulated hernias re- 
quiring resection, the two or three stage 
operation will not infrequently save lives 
that would be lost in the attempt to do too 
much at one time. The late Dr. John 
Young Brown, of St. Louis, emphasized 
this point twenty years ago. 

I present three cases of acute intestinal 
obstruction requiring resection on account 
of gangrene. These are all the cases of 
this kind I have treated in the past twenty 
months since we began keeping accurate 
records at the Baptist Hospital. At least, 
this plan of procedure has worked well in 
these few cases. I am sure none of these 
boys would be alive had I attempted to do 
a one-stage operation. As it was their con- 
dition the first day after the first stage 
was precarious. 

Case 1. F. S., age 17. First admitted to 
the Baptist Hospital April 1, 1923. He was re- 
ferred by Dr. A. V. Hunter, of Crystal Springs, 
who saw him for the first time on the day he 
sent him to the hospital. At operation, a per- 
forated gangrenous appendix was removed. This 
had caused a general peritonitis. Two weeks 
later he went home in fair shape. He was re- 
admitted three months later, July 16, 1923, at 
1:00 a.m., when the following history was ob- 
tained. Following his return home after the first 
operation he was sick, with a bowel trouble and 
some fever for ten days. After this he made sat- 
isfactory improvement and had been well until 
July 14, 1923, at 10:00 p.m., at which time he 
began having cramps in the abdomen after eating 
a hamburger and playing baseball in the after- 
noon. Dr. Hunter was called July 15, 1923, at 
5:00 a.m. and suspected intestinal obstruction 
on account of the abdominal cramps and failure 
of the bowels to move. That afternoon he be- 
gan to vomit large quantities of bile stained fluid 
and intestinal contents. He was re-admitted to 
the hospital at 1:00 a.m., July 16, 1923, with a 
pulse of 130 and noticeable abdominal distention. 
The abdomen below the navel was quite tender 
and rigid. He was operated upon under ether 
anesthesia. On opening the abdomen blood- 
stained fluid escaped. The obstruction was 
caused by a volvulous of the lower ileum. Twelve 




















inches of gangrenous bowel was resected and the 
ends of severéd gut sutured into the incision: The 
drainage was satisfactory but the abdominal dis- 
tention became so great that thirty-six hours later 
. high enterostomy was done under a local anaes- 
thetic. Two weeks later, on July 30, the ends 
of the bowel were sutured together. He was 
discharged cured on August 12, and has since 
hen remained well. 

Case z. J. O., age 11. Referred to Baptist 
Hospital by Dr. Percy Hudson, of Utica, Decem- 
ber 5th, 1923. On December the 3rd, at noon, 
he was taken with abdominal cramps, followed 
by vomiting, and then soreness in the abdomen to 
the right side and below the navel. His father 
gave him six or eight doses of salts, from the 
morning of Dec. 3 to the morning of Dec. 5th, 
at which time Dr. Hudson was called. Dr. Hud- 
son brought him in immediately with a diagnosis 
of an acute surgical abdomen, probably due to 
an acute appendicitis. On admission his tem- 
perature was 98.4, pulse 90 and abdomen some- 
what distended and rigid. He did not look to be 
exceedingly sick at my examination. This note 
was made on the history: “Abdomen noticeably 
rigid and somewhat distended. Unquestionably 
an abdomen with something wrong in it. No 
hernia. Rigidity much more marked on right side 
and very tender over McBurney’s point.” A gener- 
al anaesthetic was given and the apdomen opened 
with the escape of bloody serum. An ileo-cecal in- 
tussusception was found with eighteen inches of 
gangrenous ileum. The _ intussusception was 
caused by an inverted Meckel’s diverticulum. 
The dead bowel was excised and the ends sutured 
in the wound. He was quite sick for a few 
days and continued to have a slight daily rise of 
fever with rapid pulse. After two weeks he was 
allowed to go home to further recuperate before 
the second stage of the operation. After five 
weeks he returned and an end to end suture done 
with good recovery. 

Case 3. This case was treated through the 
courtesy of Dr. John McLain, who happened to 
be out of town when the obstruction occurred. 
J. M., age 19. Two weeks pbetore admission 
this patient was operated upon in Lexington by 
Dr. John McLain for the removal of a ruptured 
gangrenous appendix. Two drains were left in 
the abdomen. He had a smooth convalescence 
for two weeks before the present trouble de- 
veloped. On February 7, 1924, at 11:00 p.m., 
he began to suffer with severe abdominal cramps, 
nausea and vomiting. He was given castor oil 
and numerous enemata, but his bowels would 
not move. A diagnosis of intestinal obstruction 
was made by Dr. G. G. Ash and patient brought 
to the hospital, arriving at 9:30 p.m., February 
8, 1924. On arrival his temperature was 96 1-2, 
pulse 100, abdomen distended and rigid with ex- 
aggerated peristalsis. Dr. Ash’s diagnosis was 
concurred in, and after washing out the stom- 
ach the abdomen was opened under a general 
anaesthetic. ‘there was a large escape of bioody 
serum on incising the peritoneum. A very large 
gangrenous volvulous of the ileum was found, 
necessitating the resection of five feet of dead 
bowel. Ends of the intestine with tubes tied in 
were sutured in the incision. This was a des- 
perately sick patient who had to take a seventy- 
mile automobile trip immediately before’ the 
operation, and a cold night. He was greatly 
shocked after the operation. By next morning 
he was much better and began to improve stead- 
ily. The second stage of the operation was easily 
performed twenty days later, March 16, 1924. 
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These three boys were so sick, that I 
feel sure all of them would have died had 
I attempted to do a complete operation at 
one stage. 

During this same twenty months I have 
operated upon ten cases of intestinal ob- 
struction of all kinds, with two deaths. 


DISCUSSION 


Dr. John Darrington (Yazoo City): The Doc- 
tor has covered very thoroughly the treatment 
of these cases of obstruction, but a word may 
be said as to diagnosis. This paper could be 
very properly brought before a gathering of 
medical men, men who do not do surgery. As a 
matter of fact, it is the family physician who is 
called upon to make this diagnosis, and the re- 
sult of the surgery following will depend on how 
well he does his work. 

The symptoms of intestinal obstruction are so 
classical that it would seem a man could not make- 
a mistake, but that is not true. Many of these 
cases the obstruction comes on gradually. An- 
other mistake is that when we see a patient with 
pain in the stomach we assume it is caused by 
something he has eaten and we give him purga- 
tives, the worst thing we can do, because that 
masks the symptoms and our time slips by when 
we can save the man. I think the greatest value 
of this paper is in emphasizing the fact that we 
must make diagnosis early. 

Early operation in intestinal obstruction car- 
ries with it a very slight mortality. If we can 
make the diagnosis early before the damage is 
done, these patients will all get well. That was 
a remarkable case of the boy with a gangrenous 
obstruction brought from 75 miles away. I want 
to congratulate Doctor Shands on his splendid 
surgical judgment. The trouble is we are so 
anxious to do everything that we do not know 
when to quit. It takes good judgment to know 
when to put on the brakes. We operate on pa- 
tients with the primary object of saving their 
lives. Whatever is the best method to accomplish 
that is the right method. It looks bad to the 
family to say, “This boy should not be operated 
for another two or three weeks,” they want him 
fixed up right now—so we are inclined to fin- 
ng the job the first time, and that is a mis- 
take. 

Dr. Julius Crisler (Jackson): I also want to 
congratulate Doctor Shands on this paper and 
on the beautiful results he obtained. 

We all know that in acute obstruction the 
toxemia is what produces death, and it comes 
on very quickly. As Doctor Darrington has 
said, the earlier we get the patient the quicker 
relief is given, and the higher percentage of 
cures we will have. In all cases of obstruction of 
the intestines it has been my custom for the 
past twenty years to immeditaely open the in- 
testine and allow a discharge from the proximal 
end of the bowel before I break the obstruction, 
because the distal end is very hungry and thirsty 
and the patient will sometimes die from toxemia 
from that end of the bowel. 

In doing a resection from end to end I find 
that if I make the resection or division of the 
intestine this way (illustrating on blackboard) I 
will have a result like that; but if I make the 
division this way and then bring these ends to- 
gether, I will have a larger point than I had be- 
fore, and will not have a secondary obstruction. 

One other point: McCallum and Dixon have 
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shown by experiments on animals that in cases of 
obstruction, especially high in the _ intestinal 
tract, there is marked lowering of blood chlorides 
and marked increase of blood urea, and a great in- 
crease in the carbondioxid carrying capacity of the 
blood. They recommend that sait solution’ be 
given in these cases to bring up the lowered 
blood chlorides either before the operation or 
if the patient is received in good shape, during the 
operation—that more cases will get well than if 
this is not done. 

Hayden, of St. Louis, experimented on dogs. 
He took several sets of the same size and ap- 
proximate age, and ligated the intestine. To one 
set he gave normal salt solution daily, and in 
the other set he used plain sterile solution by 
hypodermoclysis. The dogs given the normal salt 
solution lived 23 to 28 days with the obstruc- 
tion; the dogs given sterile water lived three to 
fours days. That is a point we must remember, 
that ordinary salt solution should be given by 
drip and by needle. The doctor said he used soda 
and glucose. I believe, after this, however, he 
will use salt and glucose. 

Dr. S. H. Hairston (Meridian): The most im- 
portant part of this discussion was touched on 
very lightiy by Dr. Crisler. ‘The surgica! part 
of the treatment has been worked out about as 
fine as it can be, but the most important part is 
to combat the toxemia that is already present in 
these cases. Your attention now is directed away 
from the surgical end of it, and all of our in- 
vestigations are to determine the nature of this 
toxemia and how to combat it. We do not know 
what it is. It is generally agreed that it is a 
chemical compound, but the exact nature has 
never been worked out. We know that this 
toxemia causes a marked destruction of the tis- 
sue protein of the body and nitrogenous bodies 
are formed. You may say it is due to faulty 
elimination through the kidneys, but if you will 
examine the output of same you will find that 
they are not at fault. One principal feature 
noticed in these cases is a decrease in the chlor- 
ides in the blood and also in the urine, and, if you 
introduce normal salt solution in the vein or in 
the tissue, you will do these patients an immense 
amount of good. This is about the only step 
forward that has been made in the treatment of 
these cases, and the surgical end of it has been 
worked out as fine as possible. The amount of 
normal salt solution is about fifteen grams to 
every two and one-half pounds of body weight. 
This is given in frequent intervals until the urine 
and blood show normal chloride contents. 

There is one method that I have adopted, late- 
ly, that has given me excellent results. This was 
reported by Matas in the Annals of Surgery. This 
is known as intravenous drip, that is, by constant- 
ly dripping the solution into the vein, using sixty 
to eighty minims to the minute. In some cases 
this can be kept up for several days. In my 
hands this procedure has saved several people 
that I feel quite sure would have ended fatally. 

Dr. J. G. Gardner (Columbia): One point I 
wish to stress in the doctor’s paper and that is 
that the surgeon needs the co-operation of the 
family physician in getting these cases early. 
The mortality in early cases of intestinal obstruc- 
tion is, and should be, very low; but in the late 
cases, where they have a profound toxemia, it 
is very high, no matter what method you use. 

In regard to surgery, there is one point I wish 
to mention that I have used with great satisfac- 
tion in cases of dynamic ileus after operation, 
and that is the use of the duodenal tube. In all 
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our cases of dynamic ileus we introduce the duo- 
denal tube through the nose. It drains the 
bowel just the same, or very nearly the same is 
opening the gut and putting in an irrigation 
catheter. Besides, these patients are extremely 
thirsty, and in that way they have the pleasure 
of drinking all the water they want. Of course, 
it runs out through the tube, but they have the 
satisfaction of drinking cold water. You can 
leave it in all day or all night, or as long as you 
need it, and in our cases it has reduced having 
to go into the abdomen for drainage. 

Dr. W. E. Sistrunk (Rochester, Minnesota): 
This certainly is a very important subject, and 
I heartily agree with Doctor Shands in all that 
he has said. I feel that early diagnosis is, of 
course, the important thing in intestinal obstruc- 
tion, and that the mortality depends very largely 
upon the duration of the obstruction. I think 
that we are often justified in exploring the ab- 
domen where obstruction is suspected, even in 
the presence of negative findings, in order to re- 
duce the mortality that comes when we wait long 
enough to be sure that obstruction is present. It 
seems to me clinically that with all the signs we 
have when it comes to differentiating between 
gaseous distention and obstruction, that cramps 
plus vomiting is very suspicious. The cramps are 
very important. If we have a patient who shows 
symptoms of this sort we never hesitate to ex- 
plore, even though the findings are negative. 
With gaseous distention we are not so likely to 
have cramping pains as in acute obstruction. 

I am sure Doctor Shands is right in advising 
avoidance of resection or any radical operation 
in obstruction. I think if we can enter the ab- 
domen under local anaesthesia, or very light gas 
anaesthesia, and put in a tube and relieve the 
obstruction, more can be accomplished and more 
safely than by an other method. 

It is necessary to examine enough to make sure 
that gangrene is not present, but in early ob- 
struction if something can be done to relieve the 
obstruction without being radical, that seems the 
best procedure. Of course, obstruction lower in 
the sigmoid and upper rectum can exist for a 
long time without affecting the patient, and with- 
out much evidence of toxemia, and in those cases 
we oftentimes do some operation in order to dim- 
inish the chances of infection. 

I think if one point should be driven home it is 
early diagnosis, plus the simplest thing that can 
be done to relieve the obstruction. 

Dr. H. R. Shands (closing): I had hoped that 
some of the men would express themselves on the 
question of the two or three-stage operation in 
eases of gangrene. I take it they agree with me. 
However, I can state that around Jackson quite 
a number of my friends have been in the habit of 
doing the one-stage operation, and that most of 
them have gotten away with it very well; but I do 
believe the two or three-stage operation is much 
the safer plan. 

In regard to saline solution, it is our practice 
to give it during the operation by hypodermo- 
clysis, repeated often afterwards. I am sure 
there is nothing that has contributed more to 
our better mortality in cases of acute intestinal 
obstruction than repeated use of hypodermocly- 
sis several times every 24 hours. 

I think the point Doctor Hairston made in 
regard to the intravenous drip is excellent. I 
have heard of it, but have not used it. Hypoder- 
moclysis hurts some, and if it is no trouble to 
give the intravenous drop it is a most valuable 
therapeutic agent. I know the giving of an in- 
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travenous infusion is not to be compared with 
hypodermoclysis, because in a large percentage 
of intravenous infusions the patient gets a chill. 
They do not get a chill with hypodermoclysis. 

I dia not go into the toxemias. ‘There is not 
much in the literature regarding the bloody ser- 
um found when there is’gangrene. You all know 
that in strangulated hernia, strangulated cyst, 
gangrenous bowel, or torsion, you get a bloody 
serum, and I think when you open the abdomen 
in acute conditions and find bloody serum you 
have a serious condition, and in chronic cases you 
are likely to have a malignant condition. 





SPINAL CORD TUMORS, THEIR DIAG- 
NOSIS AND TREATMENT—RE- 
PORT OF CASES* 


JAMES T. NIX, M. D. 


NEw ORLEANS. 


To the inexperienced, symptoms are oft- 
en misleading. Irritation or pressure on 
the posterior, sensory or anterior, motor 
roots may give rise to the most varied, 
complex and confusing syndrome. Vague, 
indefinite, abdominal or thoracic pains, 
disturbances of sensation, weakness of 
muscle groups, back pains, abdominal 
pains, bladder, rectal, or sexual irritability, 
impairment or loss of function, unsteadi- 
ness of gait, incoordination of muscle ac- 
tion, disturbed tactile pain and tempera- 
ture senses, singly, in groups or combined 
these unusual manifestations may appear 
and lead one to erroneous conclusions. 

The insidious onset and slow steady pro- 
gression of symptoms without improve- 
ment provide ample time for numerous 
consultations and often numerous diag- 
noses. 

Neuralgia, muscular rheumatism, neuri- 
tis, spinal sclerosis, tabes, each, in turn, is 
labeled the offender. There follows a vig- 
orous therapeutic battle. Iodides, salicy- 
lates, colchicum, and a long list of pharma- 
ceuticals are employed. 

After a thorough trial, there is no abate- 
ment of suffering, so a call is sounded for 
the specialist. Dental forceps are first ap- 
plied, and later, usually, the tonsil snare. 

The disease goes on. A surgeon is called, 
and after careful analysis and much study 
he believes the symptoms to be due to a sur- 
gical problem, not recognized before, pos- 
sibly a moveable kidney, displaced or pro- 
lapsed uterus, or other removable or cor- 
rectable pathology. The appropriate oper- 
ation is performed. Temporary relief may 
follow the rest in bed. One month later 
the patient still complains. Two months 
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later conditions are worse. There can be 
but one conclusion, our patient must have 
an erratic or diseased mind, we are deal- 
ing with a hypochondriac—a “neuro”—a 
psycopath. Give bromides, valerian, lumi- 
nal. 

Do not consider this the far cry of a 
hypothetical case—which seldom, if ever, 
happens. Unfortunately it represents a tru- 
ism of today, not at all confined to our 
community alone, but existing wherever 
sick people are to be found. No greater 
authorities can be given to substantiate 
this view than C. A. Elsberg, New York, 
and A. D. Adson, Rochester, Minn. 

Tumors of the spinal cord and its mem- 
branes are not infrequently met with. In 
our own experience we have had two cases 
in the past year, and I am satisfied that in 
times previous some have passed through 
our hands undiagnosed. 

In type they are extra-medullary, with- 
out the cord, and intra-medullary with- 
in the substance of the cord. The extra- 
medullary is the most common, occurring 
in 63 per cent of the cases. They are both 
accessible to surgery, the extra-medullary 
being more readily so. 

Pathologically they are classified as 
psammoma, glioma, sarcoma, lipoma, endo- 
thelioma and those tuberculous in type. The 
benign ones are entirely removable by 
surgery, and claim by far the largest num- 
ber of spinal tumors. 

As to location in the various sections of 
the vertebral column the following pre- 
vails, dorsal 73 per cent, lumbar-sacral 21 
per cent, cervical 6 per cent. 

Dorsal tumors represent the largest 
number, and fortunately so, for at this 
site of the spinal column, the cord is easiest 
to approach. The posterior muscles are 
not so large, the spines are smaller across 
their base and the laminae are not as thick 
as those of the lumbar vertebrae. 

Symptoms: Root irritation gives rise to 
the principal symptoms. Numbness, burn- 
ing, and the most exquisite shades of hy- 
peresthesia and parasthesia are often reg- 
istered. At times the skin is so sensitive 
that mere contact with anything causes ex- 
treme discomfort; clothing can scarcely be 
borne, and even the lightest bed covering 
causes intense suffering. These hyper- 
sensitive areas are usually fixed in their 
location and correspond with definite pre- 
cision to the distribution of spinal nerves. 

Bladder and rectal symptoms may be 
among the first or last to appear. In com- 
plete paraplegia we have always incon- 
tinence of urine caused by an overflow of 
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the bladder and constipation or inconti- 
nence of feces. Areas of anesthesia are 
common and often diagnostic. They point 
to relative cord segments. 

Hyperesthesia over the area of the pos- 
terior nerve root and especially above the 
level of the other sensory disturbances is 
frequent, and occasionally such is the only 
localizing sign of spinal cord tumor. 

Sensory disturbances are often slight 
and can only be elicited by the most care- 
ful neurological examinations. Motor dis- 
turbances are equally as _ pronounced. 
Weakness and stiffness of the arm or leg 
or of a special group of muscles, greatly 
exaggerated reflexes, muscle atrophy the 
result of deficient nutrition, loss of power 
and disuse, all are expressions of irritation 
of the anterior or motor roots of the spinal 
cord. Muscle jerking is common, the legs 
suddenly giving way while walking, or the 
hand while holding something. This is 
often more pronounced at night, while the 
patient is at rest or asleep, especially if 
the neoplasm is in the dorsal or lumbar 
segments. As the tumor grows, causing 
much pressure on the cord, all reflexes are 
lost. 

“There is no spinal disease in which 
there is more spasticity and greater exag- 
geration of reflexes than in the new 
growths causing pressure on the cord.” 

Diagnosis: The following should be rou- 
tine. 

(1) X-ray of spinal column to elimi- 
nate Pott’s, malignant, or other osseous 
disease, injury or pathology from without 
causing pressure on the cord or its cover- 
ings. 

(2) Spinal puncture noting the pres- 
sure of fluid and its physical, biological, 
and chemical properties. 

(3) Chemical and microscopical exam- 
inations of the spinal fluid. A request 
should be made for Wassermann reaction, 
cell count, globulin content, and color find- 
ings. 

(4) Careful neurological examiriation 
and consultation with a competent neurolo- 
gist to definitely fix the location of dis- 
ease. 

(5) Before surgery or other therapy 
is attempted there should be a complete 
general examination, including a study of 
the blood and excreta. 

(6) <A most detailed history should be 
taken, accounting for the first appearance 
of symptoms and their chronological order 
of progression. A history of short dura- 


tion usually means an irremediable con- 
dition. 
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(7) If the gravity of the case justifes 
and the diagnosis cannot be cleared up 
otherwise, an exploratory laminectomy 
should be done. 

Operative Technic: The operative prin- 
ciples employed by us were the same as 
those practiced in all of our large neuro- 
surgical clinics. They can be found in any 
standard text book on surgical technic. 

Post Operative: At first there is an in- 
creased intensity of all symptoms which 
lasts four or five days, during which time 
moderately high fever, 101 to 103 degrees, 
may set in. From there on, however, con- 
valescence is very rapid, and after two 
or three months there is a complete restor- 
ation of function. Beside the usual meas- 
ures of post operative care, especial atten- 
tion should be given to the bladder and 
rectum, emptying them at regular inter- 
vals if necessary. Avoid the use of hot 
water bags, for the skin, already dulled 
in sensation, may be severely burned be- 
fore being discovered. Morbidity follow- 
ing the operation should be nil. 

Mortality: Horsely reports twenty suc- 
cessive operations without a death. Krause 
gives 26 with a mortality of 37 per cent. 
Hart collected records of 92 operations 
with a mortality of 47 per cent. Elsberg 
has operated on twenty-two extra-medul- 
lary spinal tumors without mortality from 
the operation. Our personal experience is 
very limited, though up to the present time 
we have had seven laminectomies, without 
mortality from the operation. The high 
death rate given by Krause and Hart is not 
the result of laminectomy but in all prob- 
ability can be accounted for by serious 
complications which obtain when the diag- 
nosis has been too long delayed, or the 
tumors are of such types as make them 
irremovable, or removable but at great risk 
of life. 

Case Reports: In both of our cases phy- 
sical examinations and tentative diagnosis 
of spinal cord tumors were made by Dr. J. 
M. Perret, with Dr. Cazanavette in con- 
sultation, and definite localization of the 
tumors was established. 

Case No. 1—Mrs. B. first appeared at our 
clinic May 10th, 1923, at that time complaining 
of stiffness in neck and burning pains in left 
shoulder. She had a “knocking cough” as she 
described it, dizziness, weakness, vertigo and 
indefinite pains over entire body. Physical ex- 
amination showed her to be a very sick woman. 
B. P. 210/110 P. S. P. 25 per cent evidence of ar- 
terio sclerosis and myocarditis. At this time we 
did not recognize the presence of a spinal tu- 
mor and no symptoms pointed to one. She was 
kept in the hospital for a month and sent home 
without improvement. From this time on, how- 
ever, the lower limbs began to lose strength, and 

















evidences of spinal cord tumor progressed with 
great rapidity. Because of the precarious con- 
dition of her general health surgical interference 
was delayed.. Dr. Cazanavette was called in con- 
sultation September 8rd. His report follows: 

I first saw Mrs. B. on the morning of Septem- 
ber 8rd, 1923. She complained of having had 
for several months past, sensations of weakness 
and numbness in both lower extremities. There 
had also been considerable twitchings and at 
times there was bending of the knees up to the 
chest. During the past two months all these 
symptoms, together with a loss of control of the 
bladder and rectum, had been much worse. At 
the time of examination she was on her back in 
bed and unable to move the lower extremities. 
There was also complete loss of control of the 
bladder and rectum. There was complete para- 
plegia. There was exaggeration of all the deep 
refiexes, Babinski, etc., and marked hyperten- 
sion of the muscles of the lower half of body and 
lower limbs. When examined one week later 
there was noticed much more relaxation in the 
muscles of the lower limbs, which were still com- 
pletely paralyzed. The deep reflexes were dim- 
inishd. No Babinski. The lower part of the 
body was immobile. The line of sensory demar- 
cation as.found on previous examination ex- 
tended as far as the level of the ninth dorsal 
segment. All forms of sensation were complete- 
ly abolished below that line. The above history 
and symptoms pointed to a neoplasm involving 
the meninges and the cord at about the level of 
the ninth dorsal segment and below that point. 

Operation: Laminae of 8th, 9th and 10th, 
dorsal vertebrae removed and tumor located. It 
filled in completely the spinal canal and involved 
intimately the cord and its coverings which with 
the tumor formed a firm inseparable mass. It 
would have been impossible to remove the tumor 
without removing a corresponding portion of the 
cord, however, a small section was removed, and 
microscopic examination declared it to be a glio- 
sarcoma of the cord. The operation was done 
under local anesthesia with very little discom- 
fort and no post-operative shock. Patient left 
the institution in ten days and lived two months, 
death being suddenly precipitated by Chronic 
Interstitial Nephritis, the patient dying in a ure- 
mic coma with complete suppression of urine. 

Case No. 2—Mrs. M. History of present con- 
dition is one of insidious onset and s:ow develop- 
ment. She had been treated for a wide diversity 
of conditions since the trouble started about two 
years ago. One year ago she was advised that 
a pelvic operation would probably cure her, and 
she submitted to it, but no relief followed. She 
appeared at our clinic October 25, 1923. Phy- 
sical examination revealed no evidence of organic 
disease except a transient albuminuria. Heart, 
lungs, kidneys, blood pressure, and blood exam- 
ination were negative for pathology. 

In reviewing her, history, one noted especially 
a definite characteristic syndrome, evidencing 
spinal cord disease. Dr. Cazanavette was called 
in consultation. The following is his report: 

I first saw Mrs. Murtagh in my office on No- 
vember 7, 1923. She complained of an inability 
to walk with safety as she felt a great weakness 
in the right lower extremity accompanied by a 
burning sensation in the right foot and leg. She 
stated that while walking this leg would suddenly 
become weak and she would fall to the ground. 
The left lower extremity did not seem to bother 
her at all save for a slight weakness at times. 
This weakness of the right leg and the burning 
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sensation therein she had experienced since the 


month of February, 1923. There was an indef- 
inite sensation of soreness in the limb at that 
time; also she had no disturbance in the control 
of the bladder and rectum, but for years had 
to have recourse to laxatives because of costive- 
ness. Often it became necessary to flush the 
bowels. There was a feeling of tightness about 
the right knee and at times she had involuntary 
movements on that side. On examination there 
was apparent difficulty in raising the right thigh 
and knee and weakness in some movements of the 
right foot. Sensation was not appreciably af- 
fected save for an area of hyperesthesia about 
the right lumbar region, which extended to the 
twelfth dorsal segment and higher. The K. J. 
reflex was exaggerated on the right; there was 
also present on this side a Gordon, a Babinski, 
and an Oppenheim, and an Achilles reflex. Sub- 
sequent examination three days later, showed an 
increase of the above symptoms, together with 
more intense sensation of burning and pain in 
the right limb much worse at night. An area 
of anesthesia on the dorso-lumbar region was 
marked. 

Diagnosis: Spinal cord tumor near level of 
10th, thoracic vertebra. 

Operation: Spine and laminae of tenth dorsal 
vertebra removed but tumor was apparently 
higher up. The ninth and eighth were also re- 
moved and the tumor located at upper border 
of ninth vertebra, between it and the eighth. Tu- 
mor was shaped like a butterbean and about the 
same size. It was attached to the inner left 
postero-lateral surface of the dura, and not ad- 
herent to the cord. Patient made an uneventful 
Hoenn ig and is now apparently cured and entire- 
y well. 


Conclusions: (1) Mistakes in diagnoses 
are common, as the symptoms are so varied 
and misleading. 


(2) By keeping alert as to their possible 
presence and carefully consulting over every 
doubtful case, few if any will pass unde- 
tected. 

(3) Rapidly growing tumors are usually 
non-surgical. 

(4) Slow growing tumors usually can 
be entirely removed. 

(5) Benign tumors represent the major- 
ity of these growths, the most common type 
being extra dural and a dorsal area of 
vertebral column. 

(6) Laminectomy simply requires de- 
velopment of technic and should be no more 
serious nor difficult than other operations 
of major surgery. 

(7) Syphilis may cause or coexist with 
any spinal disease, therefore, whenever in 
doubt push anti-syphilitic therapy. 

A delayed or incorrect diagnosis means 
the prolonged suffering of helpless invalid- 
ism, physical torture, mental anguish. Ever 
constant and just behind are the dark 
shadows, chilled air and the dread still of 
approaching death. On the other hand, an 
early and correct diagnosis usually means 
a cure, restoration of function, health and 
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activity, and with these a return of hap- 
piness. 


Often the control is within our hands. 
Which shall it be? 


DISCUSSION 


Dr. Urban Maes: I have very little to say be- 
cause I have had very little experience with 
spinal cord tumors, and have seen none except 
those that have been referred with the diagnosis 
already made. 

It strikes me that the most important consid- 
eration is diagnosis. Second in importance is the 
localization of the tumor. I do not think that 
the average run of doctor is justified or qualified 
to make any such special examination. Explora- 
tory laminectomy sounds very well, but we can 
explore the whole abdomen and we cannot ex- 
plore the whole spinal cord. When we recall 
Elsberg’s early experience, with all the data, 
paraphernalia and expert help that he had at 
hand, of only finding tumors in seventeen per 
cent of his laminectomies, it does look as if diag- 
nosis should be determined when possible before 
exploratory localization. Elsberg’s statement that 
his laminectomy findings proved a positive diag- 
nosis in only seventeen per cent, leaves us eighty- 
three per cent error, consequently it seems to me 
that before a laminectomy is performed some 
positive justification should be found. 

Dr. Nix spoke of the technique, and, I believe, 
spoke of it too lightly. I regard laminectomy as 
an extremely difficult operation—in fact, regard 
it as the most difficult operation I have ever per- 
formed. My most recent case died on the eighth 
day with very high fever. We had localization 
that had been pretty well worked out by Drs. 
Van Wart & Holbrook and, as I remember, a 
very high dorsal or low servicai—tumor was sus- 
pected. The diagnosis was confined. We ex- 
posed the cord and all we could find was a rather 
localized enlargement of a great plexus of veins 
in this particular region. I enlarged my lamin- 
ectomy by going up and coming down a certain 
distance and was able to follow these varicosities, 
Laminectomy revealed only this telangiectasis, 
which may be similar to the case reported by 
Frazier. 

Despite rather accurate suture of the dura 
cerebrospinal fluid began to be noted on the 6th 
day. This was accompanied by very high fever 
and the patient died on the eighth day with 
temperature of 108 degrees. I wonder whether 
anything had been done to the meninges or cord. 
Local autopsy revealed nothing, but apparently 
the high temperature had something to do with 
the loss of cerebrospinal fluid. 

The important facts are, first of all, diagnosis; 
second, localization, and third, we have got to be 
rather particular about saying this is technically 
a simple operation. I think laminectomy is a 
very difficult operation, and one that requires 
extreme caution . 

Dr. L. L. Cazenavette (New Orleans): When 
I first met Mrs. M., at my office, the patient 
you have just seen walking across the hall, she 
complained of the symptoms referred to by Dr. 
Nix. What I recall distinctly and particularly 
is that her complaint consisted of a pain, local- 
ized, in the lumbar region, of a sudden loss of 
power in one limb, the limb which was weak and 
subsequently became paralyzed. She experienced 
peculiar sensations in that limb, also. She walked 
with great difficulty and stated that whether in 
the act of standing or walking the affected limb 
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would suddenly give way under her and cause 


her to fall. She weighed more than she appar- 
ently does today, being then rather stout—never- 
theless, she had marked weakness in one limb 
with pain in the lower lumbar region, more to 
one side, symptoms of sensory manifestations 
(unilateral) referred to as marked paresthesia. 
I do not now recall the exact state of the re- 
flexes. The course of these symptoms, with the 
presence of localized pain, paresthesia, and par- 
tial paralysis of the limb, naturally suggested the 
possibility of a spinal cord tumor. When I saw 
her again, three weeks later, at the Hotel Dieu, 
she had become paraplegic and experienced sud- 
den involuntary and uncontrollable jerking in the 
lower limbs; all of which pointed towards in- 
creased pressure on the cord. The diagnosis of 
tumor was still more evident, and I am pleased 
to say that we were able in this case to localize 
the tumor in the very region where it was found. 

Regarding the symptoms pointing to diagnosis 
of spinal cord tumors, I wish primarily, especially 
in infra-medullary tumors to the existence of 
pain in a definite region of the back, usually 
unilateral, or limb, this pain being of a root 
character (by root pain meaning the distribution 
of the pain along the spinal segmental region of 
the body, and not along any nerve distribution.) 
Now, there may, or may not be other sensory 
disturbances such as parasthesia and anesthesia. 
But the localized pain, gradual weakness of a 
limb, or part of a limb, together with symptoms 
of irritation, such as rigidity and sudden twitch- 
ings of the muscles, symptoms pointing usually to 
meningeal irritation, should open our eyes to the 
possibility of a spinal cord tumor. Tumors press- 
ing on one side of the cord may give symptoms 
of a modified Brown-Sequard’s syndrome, which, 
you will recall, is spastic paralysis with muscle 
and partial tactile sense on one side and loss of 
tactile sense and pain and temperature sense on 
the other. Of course, if the growth encroaches 
more upon the cord, you will have symptoms of 
complete paraplegia. 

I believe that if we were more on the alert 
in these cases and recall the possibility of spinal 
cord tumors giving rise to pain, localized in this 
way with (lumbar) other accompanying symptoms, 
we would recognize these conditions more fre- 
quently. If a caretul examination or «ne pacient re- 
veals the possibility and probability of the pres- 
ence of a spinal cord tumor, I believe that the 
surgeon is justified in making a laminectomy and 
explore the region of the most probable location 
of the tumor. 

In closing, I wish to congratulate Dr. Nix on 
the result obtained in this case. His patient is 
now apparently cured and with control of her 
limbs. 

Dr. Nix (closing): 

I would like to say that I do not think an 
operation of these conditions should be attempted 
without first a consultation with a capable neu- 
rologist. Of course, there is no question that 
diagnosis and localization are most important. 
As to the question of technique, there is nothing 
in my work which is not described in any of the 
large text books on surgical technique. I have 
had six laminectomies, and believe that the last 
two have been easier to perform than the first 
two. Laminectomy, after a man has done a 
few, is certainly easier than when he first starts. 
Dr. Maes is right in his assertion that laminec- 
tomy is a most difficulty undertaking; unques- 
tionably one of the hardest operations I have 
performed. 


KNIGHTON—Case Report, Tumor Involving Carotid Sheath. 


Dr. H. B. Gessner (New Orleans): I would 
like to put a question to Dr. Nix. In the second 
case he reported, after the excision of the tumor, 
did he have any difficulty in bringing the edges 
of the dura together? It must be extremely hard 
to approximate these inelastic edges, and 
should like to know what his experience was in 
that respect. 

In answer to Dr. Gessner’s question, I would 
say that this tumor was a psammoma, about the 
size and shape of a butter bean and apparently 
pedunculated. It was attached by a small ped- 
icle to the posterior aspect of the inner surface 
of the dura. It came off without difficulty, and 
to make sure it was entirely removed a small 
piece of dura 1-8 of an inch long and 1-32 ot an 
inch in width was excised and was easily brought 
together by an interrupted suture. 





CASE REPORT OF TUMOR INVOLYV- 
ING CAROTID SHEATH PRESENT- 
ING SOME INTERESTING DIAG- 
NOSTIC PROBLEMS* 


J. E. KNIGHTON, M. D. 
SHREVEPORT, LA. 


The case report which I present here- 
with is that of a tumor which apparently 
developed within the carotid sheath and 
produced rather alarming symptoms by 
pressure upon the vagus nerve. ’ 

Case reports of tumors of the carotid 
gland or carotid body are comparatively 
rare in the literature, and among those 
reported, very few have exhibited the 
symptoms which were present in this case, 
which came under my observation first on 
April 11, 1923. : 

The patient, W. E. H., male, aged 58, occupa- 
tion insurance business. . 

Chief complaint: Attacks of fainting, during 
which consciousness was completely lost. 

Family history: Irrelevant. 

Personal history: Has had the usual diseases 
of childhood and early in life had several at- 
tacks of malaria. Has never had venereal in- 
fection of any kind. No other illness of im- 
portance until in September, 1922, had dengue 
fever of rather severe type. Soon after this 
illness, he resumed his usual work, and on re- 
turning home in the evening from his office he 
had his first fainting spell while sitting in the 
street car, reading the afternoon paper. This came 
on suddenly without warning, and on being taken 
off the car by friends, promptly regained con- 
sciousness and felt as well as usual. It was 
stated by friends present that there were no 
convulsive movements and no rigidity. Some 
time during the month of March, 1923, patient 
had a mild attack of what appeared to be in- 
fluenza, being confined only a few days. Fol- 
lowing this, he had second fainting spell prac- 
tically the same in character as the one described 
above. He was seen at that time by his family 
physician, Dr. F. J. Frater, through whose cour- 
tesy I am indebted for the privilege of seeing 
the case. ’ ¥ 

Patient stated that following recent influenza 


*Read before the Louisiana State Medical Society. 
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attack he had felt some weakness and depression 
and had slight disturbance of digestion. Appetite 
was good. Bowels inclined to be constipated. 
Weight stationary. Patient had noticed small 
lump in left side of neck for the past fifteen 
years which had increased in size during the 
past few years. 

Physical Examination—General appearance: 
Well developed, stout type and well nourished. 
Mouth and throat: Fairly healthy except con- 
siderable dental work and loss of several teeth, 
and slight pharyngeal congestion. Chest: Full 
and equal expansion of both lungs and no ab- 
normal signs on percussion or auscultation ex- 
cept an occasional whistling rale. Heart: Left 
border extending slightly to left of nipple line; 
right border about midsternal line; apex in fifth 
interspace; no murmurs. Abdomen: No hepatic 
or splenic enlargement. No specially tender 
areas. 

Deep and superficial reflexes normal. Pupils 
react normally to light and accommodation. No 
general glandular enlargement. No marked gen- 
oral arterioscierosis. plood pressure 11vU-isv. 

There was a visible and palpable enlargement 
in the left anterior triangle of the neck being just 
below and slightiy posterior to the angie ut tne 
jaw. 

X-ray examination of chest indicated that heart 
was about normal in size and that the lung fields 
were clear with the exception of fibrosis about 
roots of each lung. 

Laboratory examinations showed red, white 
and differential blood counts within normal lim- 
its, and urine normal. 

Patient asked me if I thought this enlarge- 
ment in his neck played any part in the produc- 
tion of the fainting spells; I replied that I did 
not, as I was inclined to associate these attacks 
with weakness incident to dengue in the former 
instance and to influenza in latter. Accordingly, 
I advised rest in bed and gave a prescription 
composed of digitalis and nux vomica. 

This advice was followed, but to my surprise, 
it was only a short time until another attack 
similar to those mentioned above appeared. Un- 
der the impression that more digitalis was in- 
dicated the drug was increased to fairly full 
doses. Following this the syncopal attacks be- 
came more frequent. On several occasions, Dr. 
B. C. Garrett, who was a next-door neighbor, 
was hurriedly summoned during these attacks. 
He stated that there was no pulse or heart ac- 
tion perceptible for a short time, and that arti- 
ficial respiration was resorted to for resuscita- 
tion. Consciousness usually returned suddenly 
and the circulation was good immediately fol- 
lowing these attacks, and patient was comfort- 
able. There was no evidence of convulsions as- 
sociated with any of these attacks. Inasmuch 
as the condition seemed to have been aggravated 
by digitalis, it occurred to us that the tumor in 
the neck -was probably making pressure on the 
vagus and in that way precipitating these at- 
tacks when the patient was in certain positions 
which increased the pressure. 

With this idea in mind, on one occasion steady 
pressure was made on the tumor with one hand 
while observing the radial pulse with the other 
hand. Suddenly the pulse which had been reg- 
ular up to this time, flickered and almost stopped 
completely, but returned to regular rhythm im- 
mediately on removing the pressure. ob- 
servation justified the diagnosis of syncopal at- 
tacks due to mechanical pressure on the vagus 
nerve by the tumor. 





Surgical treatment was advised, and on May 
6th, 1923, the tumor, about the size of a medium 
walnut, was removed by Dr. J. C. Willis, Sr., 
and Dr. B. C. Garrett. This tumor was situated 
in the carotid canal about the point of division 
of the common carotid into the internal and 
external carotids. In order to remove the tu- 
mor, the external carotid had to be ligated as 
it passed over the outer surface of the tumor. 
This vessel was found to be very friable from 
pressure, and the ligature had to be placed some 
distance from site of tumor to prevent cutting 
through walls of vessel by ligature. The patient 
made an uneventful recovery from the opera- 
tion, with the exception that the recurrent laryn- 
geal nerve having been injured or severed, he 
has suffered complete loss of voice. However, 
he has not had a single fainting spell since the 
operation, and he is in robust health today with 
the exception of the loss of his voice. 

He accepts the condition gracefully, and says 
that he is thoroughly satisfied to have given up 
his voice in order to get rid of a condition that 
was completely incapacitating him for his busi- 
ness. 

The tumor evidently developed in that poorly 
defined tissue known as the carotid gland or 
carotid body. The pathologists who have exam- 
ined the tumor. state that there is nothing in 
the character of the tissue to suggest malignancy 
and as almost a year has passed since the opera- 
tion and there are no indications of recurrence, 
it seems probable that it was in no sense malig- 
nant. 

There are reports of tumors of this stuc- 
ture known as the carotid gland or carotid 
body scattered through the literature, but 
the only reference that I have seen suggest- 
ing a parallel case is found in Osler’s 
“Principles and Practice of Medicine,” 
page 1051. In discussing the effect of ir- 
ritation of the vagus by pressure from tu- 
mors or other causes, he mentions a man 
who could die at will by making pressure 
at the proper point in his neck. 

In the December number of Annals of 
Otology, Rhinology and _ Laryngology 
there is reported a case of tumor of the 
Carotid gland with Stokes-Adams Syn- 
drome. 





LYE STRICTURES OF THE ESOPHA- 
GUS WITH A PLEA FOR 
LEGISLATION* 


R. C. LYNCH, M. D. 


NEw OB8LEANS. 


Last year in a general discussion of the 
treatment of esophageal lesions I stressed 
the disastrous results of lye ingestion. I 
propose this year to review briefly the 
pathology and treatment. 

KOH Potassium Hydroxide is Vienna 
paste; NaOH Sodium Hydroxide is caustic 
soda or concentrated lye. These two caus- 





*Read before the Louisiana State Medical Society. 
April 22-24, 1924. 
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tic alkalies are used daily in many house 
holds for cleansing, bleaching and washing 
purposes, and though sold in concentratio1 
up to 98 per cent are caustic to a dilutio1 
of 10 per cent. 
Lye is a white marshmallow lookin: 
pasty substance, and is inviting to eat, es- 
pecially to children. When taken in th 
mouth lye does not at first burn intensel) 
as do other caustics like sulphuric, carbolic, 
nitric, hydrochloric acids, ammonia, etc.. 
and for this reason is swallowed at leasi 
part of the way. The burn is usually just 
below the cricoid or on a level with the 
clavicle, should the lye slip farther down 
it is held at the crossing of the right main 
bronchus and then at the cardia. In the 
cases where sufficient is swallowed to burn 
through the esophagus, death occurs in 
eight hours. The greater majority, how- 
ever, burn to sufficient depth to cause ne- 
crosis of the superficial and sometimes 
deeper layers of the esophagus, causing at 
first great pain and temperature reaction 
and little difficulty on swallowing, but as 
contraction of the burn takes place the 
difficulty in swallowing increases until 
stenosis becomes more or less complete; 
then marked emaciation, water hunger, 
starvation and, unless a gastrostomy is 
done hurriedly but carefully, death will oc- 
cur or the contraction will narrow down 
to permit only liquids to go through, and, 
unless this condition is corrected, death oc- 
curs usually from some intercurrent condi- 
tion. In either of these states we see the 
poor little unfortunate patients and they 
must now undergo a period of esophageal 
dilation at first daily, may be for months, 
then tri-weekly, then weekly, finally 
monthly, and maybe if all has been well for 
a period of six months to two to five years 
they are permitted to eat soft foods, and 
they must finally grow well or the hole in 
the esophagus must not only be stretched 
large but it must actually grow large 
enough to permit the eating of solid food. 
I am sure but a few of you and only a vic- 
tim and its mother know what this means. 
Pain, gagging, the fiendish craving for sol- 
id food and one’s inability to satisfy it, low- 
ered vitality as a result of the stricture, 
intercurrent diseases either in the patient 
or other member of the family which pre- 
vents regular treatment. Loss of time in 
this way interferes with progress, and 
much that has been gained is lost, and so 
these little unfortunates prolong their 
agony and torture. I have always won- 
dered why the cruelty of middle ages did 


not more often employ lye—the slow death 
from lye. 
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The history of these cases are all alike— 
Lye in powder or liquir or paste is left 
either on the floor or table within reach of 
the unfortunate—its color, consistency are 
inviting, and a good taste is all that is 
necessary. Poor mother or servant didn’t 
know lye was poisonous—the label shows 
no word or sign of warning. If its nature 
and its danger were put on signs like Coco 
cola or U-Need-a Biscuit, every mother’s 
family would know it and the,cases would 
aisappear. 

Education of the public is absolutely es- 
sential. This can best be started by label- 
ing the container “Poison” to show its na- 
ture. A mother will at least know what 
she is purchasing. The skull and crogs 
bones and the red poison label are as wide- 
ly known as the Coco cola sign, and these 
displayed prominently on the container 
will help our little unfortunates immensely. 

A druggist must label his poisons as 
above but a grocer next door can sell one 
of the worst type with no label at all except 
that which says will not injure the most 
delicate fabric. Do you think this is fair? 

At the San Francisco meeting of the 
American Medical Association, June 21st, 
1923, the unregulated sale of lye was re- 
garded as a national menace, and a resolu- 
tion by Dr. Burt R. Shurly, delegate from 
the section on Laryngology, Otology and 
Rhinology, was adopted by the House of 
Delegates. 

“Whereas, The domestic use of concen- 
trated lye and other caustic alkalies and of 
corrosive acids, in ignorance of their dan- 
gerous properties and treatment in case of 
accident, is a not infrequent cause of death 
and of prolonged, distressing and incurable 
disability, particularly among children; 
and 

‘“‘Whereas, In the judgment of this house 
the adoption of suitable methods of pack- 
ing, labeling and distributing such _ suh- 
stances would materially diminish the dan- 
ger; and 

“Whereas, Effects to bring about the 
adoption of such methods by the voluntary 
action of manufacturers and distributors 
have given no prospect of success, be it 

“Resolved, That it is the sense of the 
House of Delegates of the American Med- 
ical Association, in convention assembled, 
that in the interest of public health and 
safety, the packing, labeling and other dis- 
tribution of concentrated lye and of other 
caustic alkalies and of corrosive acids 
should be regulated by law; and be it 

“Resolved, further, That the Board of 
Trustees be instructed to take such action 
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as may be necessary to procure the enact- 
ment of such federal and state laws as may 
be necessary to effect such regulation.” 

The states of Pennsylvania and Florida 
have already passed such a law, and the 
following, a copy of the Florida law, is ap- 
pended for your approval or for adoption 
by our state legislature: 

“Be it Enacted, by the State of Louis- 
jana: 

“Section 1. That on and after the first 
day of January, one thousand nine hundred 
and twenty-five; it shall be unlawful for 
any person or co-partnership or corporation 
to sell at wholesale or retail within this 
State any caustic acids or caustic alkalies 
or preparations ‘containing such acids or 
alkalies’ intended for household use, in- 
cluding preparations ordinarily described 
as or called “Lye,” without affixing to the 
bottle, box, vessel, sack or package contain- 
ing the same a label printed or plainly 
written containing the name of the article, 
the name and place of business of the man- 
ufacturer, seller or distributor of such 
household acids, alkalies or preparations 
thereof, and in addition the word “Poison,” 
which shall conspicuously appear thereon 
in red capital letters not less than twenty- 
four-point size or which shall be affixed 
thereto as a sticker conspicuously placed. 

“Section 2. The word ‘Caustic’ shall 
within the intent and purpose of this act 
be construed to mean any ‘acids or alkalies 
in liquid or powdered form of’ prepara- 
tions thereof, or containing free or chem- 
ically, unneutralized hydrochloric acid in 
a concentration of ten (10) per centum, or 
sulphuric acid in a concentration of ten 
(10) per centum, or nitric acid in a concen- 
tration of five (5) per centum, or carbolic 
acid (Phenol) in a concentration of five 
(5) per centum, or oxalic acid in a concen- 
tration of ten (10) per centum, or acetic 
acid in a concentration of twenty (20) per 
centum or hydrochlorous acid (calax 
Chlorinata bleaching powder or chloride 
of lime) in a concentration of one hundred 
(100) per centum or potassium hydrate 
(caustic potash Vienna paste pearlash pot- 
assa carbonas) in a concentration of ten 
(10) per centum, or sodium hydrate caus- 
tic soda (concentrated lye) in a concentra- 
tion of twenty (20) per centum, or silver 
nitrate (lunar caustic) in a concentration 
of five (5) per centum. 

“Section 3. Any person or co-partner- 
ship or corporation violating Section One 
of this act is guilty of a misdemeanor, and 
upon conviction shall be sentenced to pay 2 
fine of not more than one hundred dollars 
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and the costs of prosecution, or imprison- 
ment of not more than 90 days. 

“Section 4. This act shall take effect 
upon its passage and approval by the Gov- 
ernor.”’ 

Dr. Dean, of the Iowa State University, 
has called attention to the economic situa- 
tion and the cost to the State by the hos- 
pitalization of the lye stricture cases in ad- 
dition to the large number who are invalid- 
ed for life and incapacitated for self-sup- 
port. We have seen twenty cases in the 
last two years at the Eye, Ear, Nose and 
Throat Hospital in New Orleans. 

Have you ever seen or do you know of 
an individual growing to old age with a 
gastrostomy? No. They all die young. 

It is the rarest occurrence to re-establish 
normal swallowing in the case of a com- 
plete stricture of the esophagus. I know 
the histories of five cases, two of my own 
and three outside—all died in an attempt 
to re-establish a pathway. I know of three 
more in which no attempt was made. One 
is dead from other cause, two are living, 
but how? They may as well be dead. 

Won’t you pass a resolution memorializ- 
ing the Legislature of the State of Louisi- 
ana to pass a bill demanding the proper 
labeling of caustic acid, caustic alkalies and 
preparations thereof, and mineral or chem- 
ical salts intended for household use, in- 
cluding preparations ordinarily described 
as or called “Lye,” and providing penalties 
for the violation thereof? 


DISCUSSION 


Dr. A. A. Herold (Shreveport): This is one of 
the greatest problems we have in preventive med- 
icine today. While the number of cases of lye 
poisoning are comparatively rare compared with 
the total population of a hospital, the quality of 
these cases make up for the lack of quantity. 
Anyone who has seen these poor little children 
suffering as the result of a mistake not altogether 
their own, cannot help but feel that something 
should be done. It is not my problem, it is not 
Doctor Lynch’s problem, it is everyone’s problem, 
and unless we all get together on this nothing 
‘will be done. We must not leave it to the other 
fellow. The trouble is that the packers put up 
a big lobby. They do not want to label their 
product “Poison” because they say it will restrict 
their sales. We are not working for the medical 
profession, but for the public. 


Without trying to claim any unusual credit, I 
wish to say that the minutes of the House of 
Delegates for April 23, 1923, contain this resolu- 
tion, that I introduced, and which passed, unani- 
mously. 

Dr. V. H. Fuchs (New Orleans): There is one 
thing I would like to impress upon everybody 
here today, and that is the absolute need of 
legislation for this lye question. As I understand 
it, there are only two states that have such laws, 
Pennsylvania and Florida. The thing to do is 
for each one of us to go back to our city and 
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community and impress the laity with the fact 
that this is poison material, put out under in- 
sufficient labels. Show them the need for legis- 
lation to prevent the sale of this material under 
these conditions. At the present time we have 
five such cases in my service at the hospital, 
and that is only one service. These cases vary 
in time of treatment from eight months to four 
and a half years. 

Doctor Lynch did not go into detail as to the 
treatment, but there is one thing I would like to 
mention, and that is absolute condemnation of 
passing a bougie blindly in these cases. Owing 
to the number of pouches in the esophagus this 
is dangerous. 

Dr. Dan W. Kelly (Winnfield): I have had 
one or two patients in the last two or three 
years from lye poisoning. You see these cases 
sometimes when you do not think the patient 
has anything serious, but it is my experience that 
it is only a question of time until he is dead. 

Another point in which lye is doing as much 
harm to adults as to children, and more, is in the 
manufacture of home-made drinks. People who 
sell lye tell me their sales have doub'ed since 
the days of prohibition. 

Dr. Thos. B. Sellers (New Orleans): Men are 
sometimes affected by lye. I have in mind a 
very prominent business man of Tuskegee, Ala- 
bama. He drank very heavily of homemade 
whiskey. Most of us know lye is used in making 
it. There was enough to give him a stricture of 
the esophagus about three inches long. It was 
necessary to do a gastrostomy to dilate the 
stricture and feed him. A POISIN label, no 
doubt, would open the eyes of the consumers of 
homemade brew. 

Dr. Oscar Dowling (New Orleans): About two 
years ago we tried passing a regulation prohibit- 
ing the sale of lye unless it was labeled “Poison” 
with skull and cross-bones, but a howl went up 
from the manufacturers. Then the American 
Medical Association took it up in a State-wide 
way, to see what the action would be in some 
states. Pennsylvania and Florida have passed 
acts, and they are being enforced. Now I hope 
that the American Medical Association will pre- 
sent a bill before Congress in the near future 
which will require that the word “Poison” be 
printed in red letters. The manufacturers ob- 
ject seriously to the skull and cross-bones, think- 
ing it will affect the sale of their product. 

When Doctor Kelly and I were growing up 
they did not buy this kind of lye; they burned 
hickory wood and made ashes, leached them and 
made lye. 

Dr. R. C. Lynch (closing): We have had 
twenty of these cases in the ear, nose and throat 
service of the hospital in the last two years. Doc- 
tor Jackson says they have fifteen to twenty 
cases all the time in the Bronchoscopic Clinic in 
Philadelphia. 

Two states have passed their laws—Pennsyl- 
vania and Florida. In Florida it took them two 
days to pass the law. It was presented one day 
and passed the next, and the Governor signed the 
bill the third day. I hope we can keep up with 
that record. 

Have you ever seen a case of complete stric- 
ture of the esophagus so that nothing could be 
taken through the mouth? I have. We had five 
cases; two of them died and the rest are eating 
through a gastrostomy tube. All these patients 
die young, perhaps from some intercurrent dis- 
ease, and they are inefficient as far as their cit- 
izenship is concerned. 














ECTOPIC GESTATION* 


V. B. PHILPOT, M. D. 
Houston, Miss. 


Ectopic Gestation is pregnancy outside 
the uterine cavity, and with few excep- 
tions, the developing embryo is in the be- 
ginning located in the fallopian tube. 


The cause of extra-uterine pregnancy is 
some interference with the downward 
progress of the fertilized ovum, fertiliza- 
tion having normally taken place in the 
tube. This interference is usually brought 
about by salpingitis, adhesions, tumors ot 
various kinds and malformations, and it 
is well to have these conditions in mind as 
diagnostic aid in cases of suspected Ectopic 
pregnancy. 

The varieties of extra-uterine pregnancy 
are, grossly speaking, tubal, ovarian and 
abdominal. By far, the majority are tubal, 
and only in rare instances is the abdominal 
variety primarily abdominal. 


The pathology of Ectopic pregnancy 
ranges from the developing embryo sur- 
rounded by the unbroken tube or sack to 
the various types of rupture. These rup- 
tures may occur at any stage and may be 
intra-peritoneal with either moderate hem- 
orrhage, repeated moderate hemorrhage 
or with profuse hemorrhage. Those with 
profuse hemorrhage occur mostly between 
the 3rd and 4th months, and are, of course, 
regarded as more serious, other pathologi- 
cal classes are tubal abortion, where the 
embryo with its membranes are extruded 
from the end of the tube into the peritoneal 
cavity, rupture into the broad ligament, 
and abdominal or wandering pregnancy. 

The most interesting and important fea- 
ture in considering ectopic gestation is the 
diagnosis before rupture with profuse 
hemorrhage. 

Being considered an uncommon occur- 
rence and symptoms of other conditions 
somewhat similar, ectopic pregnancy is 
sometimes the last thing thought of, and a 
safe surgical risk made more or less haz- 
ardous. 

The chief symptoms of ectopic gestation 
are: 

First—Missed menstruation. The pa- 
tient previously regular in her menstrua- 
tion. 

Second—Sudden onset of pain, with, 
or without shock, bloody vaginal discharge 
after previously missing menstruation, in 
some cases containing shreds. 

Third—Only slight fever. 





*Read before the Mississippi State Medical Asso- 
ciation, Jackson, May 13-14, 1924. 
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of pain and 
side without 
temperature. 
symptoms of 


Fourth—Irregular attack 
enlargement of the affected 
corresponding elevation of 
This is one of the princival 
ectopic pregnancy. 

Fifth—Some of the early signs of nor- 
mal pregnancy with absence of material in 
the uterus. 

When profuse hemorrhage occurs, which 
is rare, the patient has all the symptoms of 
shock and loss of blood, blanched face, cold 
extremities, rapid and feeble pulse, short 
and labored respiration, etc. These with 
the previous history make the diagnosis 
easy, but too late to handle the case easily. 
So, it is of paramount importance to make 
the diagnosis before this time and remove 
the affected tube. 

I have stated that profuse hemorrhage 
is rare. In doing this I do not mean that 
rupture of tubal or ovarian pregnancy is 
uncommon. In fact, I believe more than 
one-half of these cases are not diagnosed 
before some kind of rupture. In a series 
of fifteen cases of my own, all but four had 
some form of rupture before operation, 
and in only one case was the hemorrhage 
so great as to cause death. Nature is won- 
derful in taking care, for the time at least 
of most hemorrhages of ruptured ectopic 
pregnancies, and for this reason we are of 
the opinion that some of our previous 
teachings are wrong in advocating surgi- 


cal interference immediately when the 
symptoms of rupture occur, especially 
where the surroundings for abdominal 


surgery are poor. I believe we will save 
more cases by treating the case as one of 
profound shock and handling them with 
the greatest care, cautiously moving them 
where an operation can be more safely 
performed, and allowing them, if possible, 
to recover from the shock, then removing 
the trouble by abdominal section. 

There are two points I would like to em- 
phasize: 

First—Ectopic gestation is probably 
more common than is usually considered. 

Second—That, while it is of great im- 
portance to diagnose these cases before in- 
tra-peritoneal rupture or abortion occurs, 
neither necessarily means death at the 
time, without immediate surgery, and that 
it is probably better to postpone abdominal] 
section until the patient has recovered 
from the shock. 

I am only presenting in detail one case of 
Ectopic pregnancy, which was of the ab- 
dominal type. Referred to us by Drs. 
Parkes and Kemp, of Louisville. 

The history of this case is as follows: 

Patient, colored. Age, 28. Occupation, cook. 
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Grandparents lived to be old. Father, 100. 
Mother, 50. Cause of death unknown. 

Present trouble began more than one year be- 
fore entering the hospital, with slight general 
abdominal pain, some distention and tenderness 
over entire abdomen. The condition had grown 
worse during the past four months. Menstrua- 
tion more irregular and with pain. The pain 
resembled labor pains, with bloody discharge. 

Past History: 

Usual diseases of childhood, never had typhoid 
fever, or pneumonia, had malaria once or twice 
during life. Habits and social data in line with 
the negro race. Patient began to menstruate at 
the age of 13 years, regularly every 28 days, 
continuous for three or five days, some Dysmen- 
orrhea, some clots at times, about four months 
before entering the hospital, menstruation be- 
came irregular, painful, scanty at times and very 
profuse at others, continuing for ten days to 
two weeks for the last four months. Patient had 
been separated from her husband 19 months. 

Physical findings: 

Head, neck, chest, cardio vacular system nor- 
mal. No trouble with the skin, joints, glandular, 
neuro muscular system. 

Abdomen: Normal shape and size, 
tended, tender and rigid, especially in the right 
side. A well outlined tumefaction could be pal- 
plated in the lower abdomen, simulating a pe- 
dunculated fibroid tumor of uterus. The tume- 
faction not well fixed, but not freely moveable. 
Vaginal showed nothing abnormal. 

Pre-Operative: Pedunculated fibroid and ap- 
pendicitis. 

Patient was operated on September 20th, 1923. 

Operative findings: A calsified fetus, more or 
less encapsulated in abdomen posterior to the 
uterus and in contact with the abdominal wall 
behind, which we called a lithopedion. Placenta 
attached to the stomach, and omentum and re- 
ceiving its blood supply from these organs. A 
live, full-grown cord connecting the placenta with 
the fetus. 

Just whether this condition was abdominal 
pregnancy primarily, or an early tubal abortion 
I do not know. There were no signs of rupture 
of the tube, and from the history I had reason to 
believe the trouble had existed in this patient 
for at least a year. Patient made complete re- 
covery. 


but dis- 


DISCUSSION 

Dr. E. C. Parker (Gulfport): I read a paper 
before this society eleven years ago here in Jack- 
son, and brought out the fact that in ectopic, 
when making a bimanual examination by press- 
ing on the cervix you can exclude acute salpin- 
gitis because of the excruciating pain. I have 
never seen a case of ectopic that did not exhibit 
excruciating pain when you press on the cervix 
and push the uterus up. 

The doctor said nothing about multiple ectopic, 
and the possibility of ectopic and pregnancy at 
the same time. We have these cases to deal 
with, although not very often. Two years ago a 
confrere of mine called me and said he believed 
he had a case of ectopic. I examined the woman 
and the best I could make out it was a bilateral 
ectopic. We opened the abdomen and it was a 
bilateral ectopic, and the uterus enlarged with 
about a two months’ pregnancy. Five days aft- 
erwards the woman miscarried with a foetus of 
seven or eight weeks. It is the only case I know 
having the two together. You find cases of bila- 
teral ectopic, or ectopic and pregnancy at the 
same time, but the three together I have not 
heard of before. 
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Ectopics, as the essayist says, are more com- 
mon than the average person thinks. Very often 
you open the abdomen for other things and there 
you find old evidence of ectopic that has been 
overlooked. 

Dr. H. L. McKinnon (Hattiesburg): I would 
like to report a case I have now. I saw her first 
in a state of collapse, and made a diagnosis of 
tubal pregnancy and removed the patient to an 
institution. She had had pernicious vomiting for 
six weeks and absence of menstruation for 
eight weeks. She cleared up rapidly after putting 
her on treatment and rest, and I thought I had 
missed the diagnosis, and that she had acute gall 
bladder instead of tubal pregnancy. We allowed 
the patient to leave the institution on the eighth 
day. The fifth day after she left she aborted. 
I was called on the third day. The patient had 
gotten off the bed for the purpose of voiding, 
and had collapsed on the floor, and was still 
there when I reached the house. She was in 
such a predicament that we could not have her 
moved back to the institution. We worked with 
her that day,'and at four o’clock that afternoon 
she had a second hemorrhage and on opening the 
abdomen we found a tubai pregnancy tna. had 
ruptured at ten o’clock Sunday evening, and we 
operated at four o’clock on Monday. She is 
coming along nicely now. 


About ten years ago I had a case of bilateral 
pregnancy which stayed in contact for three 
months, when the tube ruptured. 

Dr. R. A. Clanton (Grenada): Too often the 
physician has no opportunity to see his patient 
because of indifference on the part of the pa- 
tient. I have had several cases of extrauterine 
pregnancy and they all had ruptured before the 
patient called a physician. 


The diagnosis is not always easy. I remember 
a patient once under my care, a negro woman 
somewhere in the twenties, whom I had treated 
several times during the year for chronic appen- 
dicitis. On Christmas Eve, following a celebra- 
tion, I was called to see her, and apparently 
she had acute appendicitis. I carried her to a 
hospital and two of the most prominent surgeons 
in Memphis said it was acute appendicitis; an- 
other said it was pustules. When we operated 
we found she had a ruptured tubal pregnancy, 
and also acute appendicitis. 

When it comes to making a diagnosis of extra- 
uterine pregnancy, it has occurred to me in the 
last few years since most of us have access to 
the X-ray that it would be a valuable adjunct 
in making this diagnosis. 

Dr. R. D. Sessions (Natchez): There is one 
point that has been overlooked, it seems to me, 
in the question of diagnosis of tubal pregnancy. 
I have found it present a number of times, and 
it is so constant that I have learned to value it 
quite highly. That is, upon digital examination 
your finger comes in contact with a round mass 
that is not stationary. As your finger pushes up 
it recedes. That is a very persistent symptom in 
cases prior to rupture. I just want to call your 
attention to that fact. 

Dr. V. B. Philpot (closing): As I stated, I 
believe you all agree that diagnosis is the most 
important feature to consider in tubal pregnancy. 
However, a rupture does not necessarily mean 
death, even quite an extensive rupture, and I do 
not think it is an indication, especially where 
there is considerable shock, for immediate sur- 
gery, but it is preferable to postpone surgical in- 
terference until the symptoms of shock have 
been overcome. 
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RUDOLPH MATAS 


THE SOUL OF THE SURGEON 
TO R. M. 


He treads life’s thoroughfare, where pain 
And peace; want, plenty; joy, distress, 
And merge in fev’rish mis’ry at his feet, 
Beseeching benediction,—cne long chain 
Of human discord, which skilled hand must stain 
To tune anew to hope, until, replete 

With music, ’neath transforming touch, full sweet, 
The broken keys sound pure, free tone again! 


all meet 


A master-player, his the Christ-like part 

Of speaking God’s intention to his race; 

Baptizing with fresh beauty blemished souls 

And steering man’s crushed courage, by love’s 
chart, 

To light divine, where health’s refulgent grace 

Heals shattered spirits seared by fleshly tolls. 


—Jane Grey Rogers. 


Dr. Rudolph Matas was born at Bonnet 
Carré, Louisiana, September 12, 1860. He 
was an only son, his father, Dr. Hereu Ma- 
tas, being himself a native of Gerona, Spain. 
Although when two years of age, the boy 
was taken by his parents to their ancestral 
home, and for the succeeding eight years 
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divided his childhood between a residence 
in Barcelona and Paris, the present Presi- 
dent of the American College of Surgeons 
is American by birth, and American in all 
that appertains to the best definition of 
that term. It is surprising how the errone- 
‘ous statement persists concerning his Span- 
ish nativity. His Christian name also is 
fashioned frequently according to the Cas- 
tilian pattern. As a matter of fact, he ac- 
quired his baptismal title not from his 
Spanish forebears but through his father’s 
familiarity with and fondness for French 
literature. Sue’s hero, Rodolphe, in “Les 
Mystéres de Paris,” made a strong appeal 
to the imagination of Dr. Matas, pére, and 
it was in honor of this character that his 
infant son was christened. Thus the name 
becomes Rodolphe, Raoul, Rodolfo, Rudolph, 
Ralph, according to linguistic transplanta- 
tion. In the case of Dr. Matas, it has final- 
ly settled into its present teutonic form. 


Rudolph Matas matriculated in 1877 in 
the Medical Department of the University 
of Louisiana. At the end of his first ses- 
sion, he entered the competitive examina- 
tion for the post of resident student in the 
Charity Hospital of New Orleans. This he 
won without any apparent mental effort, 
—certainly without any political pull, the 
young .aspirant being at that date almost 
a total stranger in his native state. From 
the moment of this triumph, however, he 
became a conspicuous figure in medical ana 
civic affairs. Given opportunity, immedi- 
ately his sterling qualities created an im- 
pression that time has only rendered more 
stable and indelible. Graduating from the 
medical school in 1880, he became Demon- 
strator of Anatomy in 1886, a position 
which he retained with distinction until his 
election to the Chair of Surgery in 1894. 
This was upon the occasion of the death of 
that popular surgeon, Dr. A. B. Miles, 
whose empty place at once became subject 
of animated discussion, speculation and 
policy. By some, it was thought that the 
time was ripe for the importation of ‘out- 
side talent;’ that the best interests of the 
school and community could be served by 
‘expansion’ through the introduction of 
new ideals and the establishment of closer 
‘foreign relations.’ Almost as a unit, the 
entire city flamed into indignant protest. 
“Matas and Matas only” became the univer- 
sal cry, and the election of Matas was un- 
animously demanded by press and people. 
The papers of that time teem with edi- 
torials, letters from laymen, communica- 
tions from professional associates, alumni 
and students, all insisting that the honor 
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fall where most due,—upon the shoulders 
of Rudolph Matas. There it has rested, un- 
sullied by personal ambition, undimmed by 
selfish aspiration, until, after more than 
a quarter of a century, it continues to shine 
resplendent as the beacon light of Tulane 
University,—a glowing Pharos that makes 
New Orleans seem a ‘star of the first mag- 
nitude’ in the brightly illuminated firm- 
ament of international medicine. 


The words of Dr. Andrew Woods Smyth, 
uttered upon the occasion of the proposed 
selection of Dr. Matas’ successor, seem 
pertinent for introduction here: “It is 
nothing short of an outrage that the facul- 
ty of Tulane University should entertain 
the idea of going to Baltimore to fill the 
chair recently made vacant by the death of 
Dr. Miles. Dr. Matas has genuine ability, 
which, in my judgment, is superior in many 
respects to genius itself. He is beyond 
question the greatest surgeon New Orleans 
has ever possessed. There is nothing that 
he teaches that he does not exhaust. 
‘ I feel certain that the future 
will certainly corroborate the opinion 
which I now express regarding Dr. 


Matas, and any honor bestowed upon him 


will be justified by history.... I am in 
earnest when I say that Matas is a greater 
surgeon than Stone, Miles, or Smyth have 
ever been, and he is profiting by experience; 
reading and writing all the time. What- 
ever position, reputation or standing he 
has thus far acquired in the profession, is 
the result of his own intrinsic merit and 
the application born of intelligence and 
superior judgment. Besides his knowledge 
of his profession, he has versatility as well, 
being scholarly, and a clear and fluent 
writer, on any subject.” This is an ab- 
stract from a interview of September 9, 
1894 in the New Orleans Times-Democrat, 
and is the verdict of that renowned surgeon 
who was first to successfully ligate the in- 
nominate artery (1864),—a feat that had 
been attempted, with failure, by Valentine 
Mott of New York in 1818. In passing, it 
may be well to observe that Valentine Mott 
is still often quoted as the supreme superla- 
tive in the art of vascular surgery. As a 
matter of historical fact, Dr. Mott is in the 
freshman class when his records are com- 
pared with those of Dr. Matas in the same 
field. Witness Mott’s Left Subclavian 
Aneurism cases, two in number, as against 
the eight ‘personally conducted’ ‘by Dr. 
Matas. This proportion may serve as index 
for contrast and conclusion! 


The headings of the numerous newspaper 
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articles of this date (1894) are most in- 
teresting. “Recognize Home Talent.” “Call 
for Matas.” “Tribute to Matas.” “Matas 
for the Surgical Chair.” “Matas, the Man.” 
“A Woman’s Opinion, High Praise From 
One of the Gentler Sex.” “Item Congratul- 
ated, The First to Name and Support Dr. 
Matas as Miles’ Successor.” Thus on and 
on, with Matas the theme and Matas the 
inspiration, the eulogies flowed thick and 
fast, always received by his multitudinous 
admirers with increasing enthusiasm. 

Teachers, students, citizens, all united in 
one grand chorus of support, and again har- 
monized into one tremendous Amen when 
the final decision of the faculty became 
public property. So it came about that 
the youthful acolyte passed from his noviti- 
ate into the full heritage of knighthood 
and received the chair of surgery as token 
of his unblemished chivalry and unswer- 
ving devotion to the Vision of High Calling. 
There may he long remain the great high 
priest of surgical principles and medical 
ethics, in whose consecrated hands the 
scalpel remains an untarnished excalibur, 
potent in the exercise of good, and equally 
powerful in the destruction of evil. 


And were it permitted “The Soul of the 
Surgeon” to assume fleshly form, there 
are not a few among us who strongly su- 
spect that the incarnation would wear the 
familiar features and walk the accustomed 
ways of that ‘good physician,’ Rudolph 
Matas, with whose inspiring presence it has 
pleased God to bless our generation. 

We record with pride the fact that Dr. 
Matas served as editor to the New Orleans 
Medical and Surgical Journal from 1883 to 
1885. None more illustrious has wielded 
the pen in behalf of medical advancement. 
A pursuivant of his editorials contributed 
during these years show the wide range of 
his interests as well as the conscientious- 
ness that ever marks any effort he has put 
forth. 


Touching his public life, there are many 
biographical sketches to convince the reader 
that the career of Dr. Matas has not been 
emptw of deserved recognition. President 
of the New Orleans Medical and Surgical 
Society in 1886, the Louisiana State Medi- 
cal Society in 1894, the American Surgical 
Society in 1910, the Southern Surgical So- 
ciety in 1912, it is clear that the Local, 
State, Sectional and National societies have 
sought to distinguish themselves in honor- 
ing the man whose memorable addresses 
upon such occasions give an intimate know- 
ledge of the ideals that have swayed a truly 
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great Aesculapian and collaborated with 
him in writing his whole code of conduct 
for life. 

In addition to these tributes of organized 
medical bodies, he has been selected as 
orator for such notable addresses as the 
Jerome Cochran Lecture, Alabama State 
Medical Society, in 1911; the Mutter Lec- 
ture, Philadelphia, College of Physicians 
and Surgeons, 1916; First John Thompson 
Hodgen Lecture, St. Louis Surgical Society, 
March 26, 1921; W. S. Halsted Memorial 
Lecture, (by invitation of Dr. Finney and 
President Goodnow), Johns Hopkins Uni- 
versity, Dec. 15, 1923. In October, 1922, he 
delivered, by request, an address before the 
Congrés Francais de Chirurgie upon the 
topic, Vascular Surgery, in which he has 
become international authority. Close upon 
this last mentioned distinction came the 
notification of his election by acclamation 
as honorary member of the Royal Academy 
of Barcelona, “in recognition of his excep- 
tional attainments and his contributions to 
the progress of medicine.” On January 10, 


1923, he was elected corresponding member 
in the Société Nationale de Chirurgie, as 


was announced in the bulletin of that or- 
ganization in Paris on January 15th. This 
was a signal honor, the published trans- 
action (Bulletins et Mémoires) of this so- 
ciety being accounted the most valuable 
surgical contribution in the scientific world. 

In 1915 (April 30), Washington Univers- 
ity, Saint Louis, Missouri, bestowed upon 
Dr. Matas the degree LL.D. along with a 
goodly company consisting of such men as 
F. P. Mall, W.H. Howell, W.H. Welch, 
Simon Flexner, S. J. Meltzer, R. H. Chitten- 
den, W. G. Gorgas, Abraham Jacobi, G. E. 
Vincent, A. R. Hill, A. L. Lowell, Nathaniel 
Wille (of Christiania, Norway) ,—-names 
which plainly indicate the type of individual 
with whom Dr. Matas is associated in the 
academic mind 

Something of his radiant personality may 
be gathered from the lasting imprint which 
he has made upon his staff and pupils, 
whose grateful appreciation may be fairly 
judged by the dedicatory tribute which have 
appeared whenever one of these have 
launched a volume upon the sea of litera- 
ture: 

Dr. Warren Stone Bickham, in his pre- 
face to vol. 1 of his monumental system of 
operative surgery (Phil. Saunders. 1924) 
takes occasion to write: “It is with especi- 
ally grateful and pleasant memory,—akin 
to more than ordinary deep feeling,—that 
the writer recalls the happy and surgically 
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profitable days spent in professional asso- 
ciateship with Professor Rudolph Matas,— 
with his extraordinary store of surgical! 
knowledge very probably not surpassed, and 
maybe not equalled, by that of any surgeon 
living, in its depth, range and detail.” 

Dr. Carroll W. Allen dedicates his great 
book on Local Anesthesia to “Professor 
Rudolph Matas; Surgeon, Scholar, Teacher ; 
one of the pioneers in the field of local and 
regional anesthesia, under whose guidance 
the author was initiated into surgery, whose 
example and friendship prompted the con- 
ception of this work, and whose teachings 
and writings have contributed many pages 
to this text.” 

Dr. Isidore Cohn, has just issued his note- 
worthy volume on Normal Bones and Joints 
(N. Y. Hoeber. 1924) and its fly leaf bears 
this inscription: “To Dr. Rudolph Matas, 
my friend, teacher, and distinguished asso- 
ciate.” 

From the great surgeons and physicians 
of his period, personal appreciations and 
praises have frequently found voice. Suf- 
fice now to cull a few which are suggestive 
of the far-reaching influence of our fellow 
citizen whose benefits to humanity consti- 
tute so priceless a portion of our nation’s 
wealth, nay more, of the whole world’s 
treasure,—the saving of life, and restora- 
tions of the sick. 

Sir William Osler in an article entitled 
“Arteriovenous Aneurysm,” appearing in 
the London Lancet, May 8, 1915, may be 
quoted: 

“Not so much more than a century has 
passed since men of the John Hunter type 
took up vascular surgery where Rufus and 
Antylius had left it, and only to this gen- 
eration of experimental surgeons, such as 
Eck, Ballance, Matas, J. B. Murphy, Hal- 
sted, Carrel and Guthrie, could the best of 
the Greeks go to school.... I was greatly 
impressed with the statistics given by 
Matas at the last International Congress on 
Medicine, dealing with: operations on sur- 
gery generally . . and may I refer the 
younger army surgeons to the section on 
aneurysm in Keen’s Surgery, by that mod- 
ern Antyllus, my old and valued friend, 
Rudolph Matas of New Orleans.” 

W. W. Keen, Harper’s Magazine, April 
1909, has this to say: “In the treatment 
of aneurism, Matas of New Orleans has 
made the greatest improvement from the 
days of John Hunter, over a century ago.” 
This opinion Keen constantly reiterates in 
his subsequent references to vascular surg- 











ery and, in a list of endoaneurismorrhaphies 
which end with September, 1919, makes 
this statement: “These statistics show ex- 
traordinary success as to life and limb. 
They confirm what I have often said, that 
Dr. Matas has accomplished more for the 
successful treatment of aneurism than any 
other surgeon since John Hunter.” 


James Gregory Mumford in his charming 
volume entitled Surgical Memoirs and other 
essays (N. Y. 1908) writes in his Studies 
in Aneurism: “We point with proper pride 
and honest satisfaction to the accoplish- 
ment of Matas, whose work on aneurism is 
the first worthy of permanent record since 
the days of John Hunter.” “Matas’ studies 
and his operation for aneurism furnish 
our latest advances in this fascinating sub- 
ject.” 

High encomiums these and from the high- 
est medico-literary authorities, but it is 
possible to continue ad infinitum: 

Chairman Lipscomb, before the Missis- 
sippi State Medical Association, in May, 
1915, in introducing the orator of that oc- 
casion, said feelingly: “The foremost man 
in the foremost college in this great South- 
land of ours, the Nestor of our brilliant and 
gifted profession, he needs no introduction. 
We have but to mention his name and his 
contemporaries throughout the United 
States stand at attention. Someone has said 
that, to be an ideal doctor, we must possess 
the wisdom of Solomon, the faith of Abra- 
ham the meekness of Moses, the patience 
of Job, the charity of Dorcas, the eloquence 
of St. Paul, the bravery of Joshua, the 
strength of Samson, the executive ability 
of a Jezebel, must be a hunter like Nimrod, 
a fisher like Peter, a climber like Zaccheus, 
a driver like Jehu. He should be free of 
Asa’s gout, the melancholy of Saul, the 
gastric infelicity of Timothy; have all the 
virtues of the most virtuous and the reli- 
gion of all saints. All of these are his. And 
now, Ladies and Gentlemen, I have the dis- 
tinguished honor, the esteemed privilege 
and the great personal pleasure of intro- 
ducing to you Dr. Rudolph Matas, of New 
Orleans, who will deliver the oration.” 

Dr. Miranda, a representative of the 
Mexican Board of Health, assigned to New 
Orleans for a special course in hygiene and 
tropical medicine, has published a deligh- 
ful little sketch in the official journal of the 
Mexican Medical Association. A quotation 
from a translation, which appeared in the 

Tulane Hullabaloo of January 4, 1924, gives 
an idea of the effect wrought upon the heart 
and mind of “a stranger within the gates” 
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upon whom the effulgence of a genial wel- 
come brought to fruition rich and grateful 
recognition of unostentatious greatness: 
“Dr. Matas is not a showy operator. 
He thinks less of the speed made in per- 
forming an operation than he does of the 
time saved in restoring his patients to 


. health. Careful preparation is never sacri- 


ficed to ephemeral elegance. He is an ac- 
complished surgeon, not a spectacular per- 
former.... Painstaking in his clinical ob- 
servations and in his laboratory investiga- 
tions he is as thorough in his diagnosis as 
in his operations.... If from the scientist, 
we pass to the citizen,—socially considered, 
his personality is no les remarkable. Good, 
gracious, tender with his patients, affec- 
tionate with his friends, sympathetic with 
his students, he represents that ideal type 
of physician of whom we so often dream 
and whom we so rarely encounter.” 


Da Costa’s Modern Surgery (Phil. 
Saunders. 1910) reads on p. 426 “I believe 
that the Matas operation is a very notable 
advance in surgery, that it is the most im- 
portant work that has been done on an- 
eurysm since the studies of John Hunter; 
that it is safer than the older methods and 
much less apt to be followed by gangrene.” 


John F. Binnie in his admirable textbook 
on Operative Surgery (ed. 6 p. 828) also 
gives his commendation in brief but con- 
vincing phrase: 


“When applicable, the author believes 
one or the other of the methods of Matas 
superior to all others in the treatment of 
aneurysm.” 


And, now comes the April 1924 Bulletin 
of the School of Medicine, p. 156, Univers- 
ity of Maryland, containing an article from 
the pen of Dr. Nathan Winslow, in which 
the writer takes the opportnuity of saying 
“It afford me much satisfaction.... to ex- 
press to Dr. Matas our readers’ apprecia- 
tion of the pioneer work he has done in 
arterial surgery thereby placing the profes- 
sion under an everlasting debt to his 
genius.” 

There are authors too, whose literary at- 
tainments are in no sense scientific or surg- 
ical, who have also felt the power 
and acknowledged the _ influence of 
this remarkable personality. It is well 
known, in New Orleans, at least, that 
during his abode in this city, Laf- 
cadio Hearn and the young doctor of medi- 
cine enjoyed a pleasant and intimate ac- 
quaintance. In recounting the history of 
the making of “Chita,” Miss Elizabeth Bis- 
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Jand in her “Life and Letters of Lafcadio 
Hearn” prints this paragraph: 

“The book was dedicated to Dr. Rodolfo 
Matas, a Spanish physician in New Orleans, 
and an intimate friend,—frequently men- 
tioned in the letters to Dr. Geo. M. Gould of 
Philadelphia, with whom a correspondence 
was begun about this time.” p. 97, vol 1. 
Bost. H. & M.1906. The dedication reads: 
“To my friend, Dr. Rodolfo Matas, of New 
Orleans.” Date of publication N .Y., Har- 
per Bros., 1900, copyright 1889. 

In one of these letters to Dr. Geo. M. 
Gould (p. 395 of same volume) written 
from New Orleans in 1887, Hearn begins: 

“Reading your letter, I was strongly im- 
pressed by the similarity in thought, inspir- 
ation, range, even chirography, with the 
letters of a very dear friend, almost a 
brother, and also a physician,—though 
probably less mature than you in many 
ways. A greater psychological resemblance 
I have never observed. My friend is very 
young, but already somewhat eminent here; 
—he has been demonstrator of anatomy for 
some years at our University, and will ul- 
timately, I am sure, turn out a great name 
in American medicine. But he is a 
Spaniard,—Rodolfo Matas. 


I first felt really quite curious about him 
after having visited him to obtain some ma- 
terial for a fantastic anatomical dream- 
sketch and asked where I could find good 
information regarding the lives and legends 
of the great Arabian physicians. When he 
ran off a long string of names, giving the 
specialties of each man, and criticizing his 
work, I was considerably surprised; and 
even felt a little skeptical, until I got hold 
of Leclerc and Sprengel and found the facts 
there as given me by word of mouth. I 
trust you will meet him someday and find 
in him an ideal confrére, which I am sure 
he would find in you. It is a singular fact 
that most of my tried friends have been 
physicians.” 

A letter to Henry E. Krehbiel dated Oc- 
tober, 1886 (p. 380 vol 1 has another pleas- 
ant reference: Life and Letters of Lafca- 
dio Hearn by Elizabeth Bisland). 

“My friend Matas has returned. He tells 
me delightful things about Spanish music 
and plays for me. He also tells me much 
concerning Cuban and Mexican music. He 
says these have been strongly affected by 
African influence,—full of contretemps. 

He tried to explain about the accompani- 
ments of Havanen and Mexican airs have 
peculiar interresemblances of a seemingly 
dark origin—the bass goes all the time like 
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Si, Mi, Si,—si, mi, si. See me? See. that’: 
how I remembered it. But he has give: 
me addresses, and I will be able to procur 
specimens.” 

Mr. Edward Larocque Tinker has just 
published a charming book on “Lafcadio 
Hearn’s American Days” and there is much 
interesting reading matter touching th 
“brilliant young Spaniard,” whose nam 
forms the caption for Chapter X. We ar 
disposed to forgive the graceful author his 
misleading information regarding the birth- 
right of this great son of the state of Loui- 
siana, for his ready pen reveals much of 
the great good heart as well as of the great 
broad brain of the youth who companioned 
so genially and sympathetically with the 
fascinating but eccentric genius and to 
whom the young physician ministered so 
generously in the form of professional, 
spiritual and material assistance. 

So much, then, from his _ professional 
brethren,—the jury of his peers,—and 
from those who, in other walks of life, were 
so fortunate as to come in contact with one 
of those whom Homer, centuries ago, char- 
acterized as “worth many men.” Such ex- 
pressions of opinion may give at least a par- 
tial answer to the queries, why does the 
American College of Surgeons honor it- 
self in electing Rudolph Matas its Presi- 
dent? Why do we congratulate Tulane Uni- 
versity and the city of New Orleans upon 
its choice? 

The answer to the first question is ob- 
vious. To give it here would be indeed but 
‘vain repetition’ after the material quoted 
from text-books and public declarations of 
men of authoritative voice. As for the 
second query—Dr Matas is the greatest 
asset of the university and the city, because 
upon him, as upon no other man living in 
our midst, the eyes of the world are 
focussed. He meets the microscopic ex- 
amination by measuring up perfectly to all 
the requirements of greatness. 


He has benefited the college and New 
Orleans not only by his own personal ex- 
ample and precept, but by his material con- 
tributions. Through him and through him 
alone we are inbebted for the munificent 
gift of the late Alexander Hutchinson, 
whose behest of something like a million 
dollars has kept Tulane Medical School 
abrest of its times, and whose Charity 
Hospital’s Nurses’ Home was also brought 
into existence by an additional gift of $50,- 
000 from the same philanthropist through 
the agency of the same potent influence. 
The Delgado Memorial Building and the 
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large sum which insures its permanent 
maintenance, are also concrete examples of 
what the city and the university owe to the 
wise suggestion of this tried and trusted 
friend of the donor, who, in confirmation 
of his full confidence in his friend, Dr. 
Matas, has made the Professor of Surgery, 
Tulane, the Dean of Medical School, Tu- 
lane, and the Professor of Obstetrics, Tu- 
lane, directors in perpetuity of his endow- 
ment fund. 

The personal gifts from Dr. Matas to his 
alma mater are perhaps less widely known, 
because given with such self effacing 
modesty that they are recognized only by 
those whom they most benefit. The library 
alone is an eloquent witness of his soulful 
generosity. The number of books due to 
his provision testify in unequivocal terms 
to the deep interest of the donor as do their 
quality and usefulness to their own intrin- 
sic and priceless value. 

His professional zeal and efficiency as 
teacher, his acknowledged talent as medi- 
cal author, bear abundant fruit that may be 
readily gathered by those hungry for know- 
ledge on the subject. The book reviews on 
his mammoth undertaking in vol 5, Kenn’s 
Surgery, alone would give convincing proof 
of his value as writer and worker: 

Of this publication, the British Medical 
Journal, February 12, 1910 says: “The 
first article, a monograph of 350 pages on 
the surgery of the vascular system by 
Rudolph Matas, is in itself enough to make 
the book indispensable to general surgeons 
.... With the most unostentatious of guid- 
ance, the reader is led to a safe discrimin- 
ating amongst the many tentative methods 
for pericardiotomy, for exposure of the 
heart, for suture of arteries and veins, for 
anastomoses and transplantations, for 
aneurysmorrhaphy.” 

American Journal of Surgery, April, 
1910: “The fifth and last volume of 
Keen’s Surgery opens with a.masterly chap- 
ter on Surgery of the Vascular System by 
Matas. This chapter is the most compre- 
hensive and at the same time the most criti- 
cal resumé of the present status of vascular 
surgery with which we are acquainted.” 

New York Medical Journal, August 13, 
1910: ‘The first paper on Surgery of the 
Vascular System is by Rudolph Matas, who 
in his usual trenchant and thorough style 
describes the best method of pericardioto- 
my, thoractomy, and cardiorrhaphy and of 
treating surgical conditions of the veins 
and hemorrhage.” 

American Journal Medical Sciences: Sep- 
tember, 1910. “By all means the most im- 
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portant contribution in the present volume, 
if not in the entire series, is that on Surgery 
of the Vascular System by Professor 
Rudolph Matas.... One is as much im- 
pressed with the amazing industry as with 
the judiciousness and impartiality of the 
author.” 


Surgery, Gynecology & Obstetrics: No- 
vember, 1911 says: “Authoritative com- 
prehensive, well illustrated, it leaves noth- 
ing to be desired and forms one of the most 
satisfying chapters of the system.” 

Western Medical Review, January, 1911: 
“The chapter on Vascular Surgery by such 
a man as Matas needs no comment. It is 
in my judgment, the most masterly chapter 
on this subject yet published in English. It 
is complete, systematic, forceful, clear, and 
yet not overburdened with details. It isa 
very valuable addition to the English liter- 
ature on a much needed subject. (A. C. 
Stokes) .” 

The Bibliography of Professor Matas be- 
gins in 1882 with a contribution to the New 
Orleans Medical and Surgical Journal (vol. 
ix, p 601). Since that time, he has written 
articles or furnished material for practical- 
ly every surgical text-book of his genera- 
tion, besides countless editorials for the 
journal of which he was many years co- 
editor, and papers to numerous periodicals 
upon every phase of surgery and many as- 
pects of pathology. A fluent writer, he 
has published something like three hundred 
monographs covering a wide range of sub- 
jects, to say nothing of his extempore utter- 
ance and addresses delivered on sundry 
semi official and somewhat informal oc- 
casions. 


During the world war Dr. Matas was ap- 
pointed Major in the Medical Reserve Corps 
and rendered efficient service as instructor 
to the classes of medical officers detailed 
by the government for study in the hospitals 
of New Orleans. The syllabi which Dr. 
Matas published at that time manifest not 
only his unparallelled store of knowledge 
but also his superhuman capacity for tak- 
ing infinite pains,—a capacity which en- 
abled him in spite of his own persona! anxi- 
eties and heartbreaks suffered during that 
period, to “carry on,” sticking valiantly to 
his arduous post and holding high his torch 
of devoted patriotism in the face of over- 
whelming suspense, and sorrow impending 
domestic loss. In a recent address to the 
assembled classmen of the School of Medi- 
cine, Tulane, Dr. Matas had this to say: 
“Four decades and more have elapsed since 
I matriculated as a student of medicine in 
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this very school. If I have survived the 
stress and strain of an arduous professional 
life and if, in spite of my faults and shert- 
comings, I have the honor to be here today 
addressing you, it is due to four things :— 
First, a robust inheritance, for which I 
can never sufficiently thank my honored 
parents; Second, tenacity of purpose, with- 
out obstinacy; Third, a supreme and un- 
alloyed love of my profession. Fourth, an 
unlimited and unquenchable desire to be 
worthy of its mission.” 

Of the Master’s work during his more 
than thirty years of instructorship vo]uines 
might be recited, but there is a silence rore 
eloquent than speech and the time for en- 
tering the inner sanctuary, the Holy of 
Holies of his High Priesthood, is not yet 
arrived. Fortunately New Orleans, Tulane 
and the outside world know something at 
least of the material accomplishments and 
spiritual achievements of this great Loui- 
sianian. A soul stirring symphony it will 
sound when the time ripens for its full 
orchestration! 

During his term of service, the course in 
Surgery has undergone transformation,— 
transfiguration may be the better term. A 
very limited outline, it now appears looking 
in retrospect to that autumn of 1894 when, 
during the calm that follows storm, the 
boyish Professor of Surgery took his seat 
in the vacant chair and began his apostolate. 
At present, there are four grand divisions 
of Surgery in the field of Surgical Teach- 
ing, each group with its own set of instruc- 
tors:—The laboratory of minor surgery, 
Clinical minor Surgery, Surgical principles, 
Regional Surgery. Thus is graded the en- 
tire scheme of teaching and thus it receives 
and gives quadruple value in the whole sys- 
tem of medical education. 

Basil Hall, in an Address on “Self Re- 
straint in Surgery,” Brit. M. Journal, No- 
vember 17, 1906, quotes the following in re 
Guy de Chauliac: 

“Bold when sure 
Cautious in danger 
Kind to the sick 
Friendly with fellow 
Not greedy of gain.” 

Of our own well beloved Rudolph Matas 
could a better portrait be painted? Well 
might we paraphase John Dimitry, of New 
Orleans, who, in paying tribute to Albert 
Sidney Johnson said: 

“A man tried in many high offices 

And critical enterprises, 

And found faithful in all... . 

Resolute, moderate, clear of envy, yet not wanting 

In that finer ambition which makes men great and 
pure. 
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In his honor impregnable 

In his simplicity,—sublime 

History shall cherish him 

Among those choicer spirits, who, holding their con- 
science unmixed with blame 

Have been, in all conjunctures, true to themselves, 
their people and their God.” 


In closing testimony, is offered the 
synoposis of Dr. Matas’ work on aneurism, 
—that peculiar specialty which has given 
his name a place in medical dictionaries and 
has written his technique in large type in 
all histories and works on the subject of 
vascular surgery. 

Synopsis of collective results obtained in 
the cure of arterial aneurisms, by the 
method of intrasaccular sutre (Endoaneur- 
ismorrhaphy—“Matas Operation)” wp to 
September, 1922. 

(Extract from Report of the French Con- 
gress of Surgeons, by Dr. Matas, October 
2, 1922). 

Total operations reported by different 
American and foreign Surgeons 350* 


Operations performed by 
Surgeons in Louisiana, 
Operations perfomed by Dr. Matas .. 


232 or 
68 or 
40 or 


Of the obligative type... 
Of the Restorative type .. 
Of the reconstructive type 


350 


Per cent 

Of the total number (350) 17 died or 4.61 
Of the total number (350) 
there recovered 333 or 95.39 
Per cent 

Total gangrene r 3.42 
Total hemorrhage r 1.6 
Total relapses , 2S 


(Two of these relapses occurred in re- 
constructive cases and were subsequently 
cured by obliterative suture). 

Synopsis of Dr. Matas’ personal experi- 
ence in the Surgery of the Subclavian Aar- 
eries (up to June, 1924): 


17 occlusions for aneurism; 1 for wound. 
6 arterio-venous aneurisms. 
11 arterial aneurisms. 


Left Subclavian: 8 (5 arterial; 3 aterioven- 
ous). 
Five cases of occlusion of First Division 





*Since above report was published, there have been 
102 additional cases, increasing the total number of 
endoaneurismorrhaphies to 452 (June 1, 1924). 














of Left Subclavian with alumninum 
bands (2) and tape ligatures (3) for 
Arterial Aneurisms. 


One case of band occlusion of Third Divi- 
Sion for Subclavio-axillary aneurism. 


One band occlusion of Third Division of 
Left Subclavian for arterio-venous an- 
eurism of upper axillary. 


One transvenous suture of arterio-venous 
fistula of Lef Subclavian (Third divi- 
sion). 

Right Subclavian: 5 (2 arterial; 3 arterio- 
venous). 


One band occlusion of First Division of 
the subclavian and of the-Common Caro- 
tid for traumatic pathogenic aneurism of 
the Second and Third Divisions of Right 
Subclavian. 


One band occlusion of Subclavian (Third 
division) for traumatic pathogenic sub- 
clavio-axillary aneurism. 


One aneurismal varix (arterio-venous 
fistula) involving the second division 
(bullet scalenus) with ligation of the 
subclavian on each side the scalenus. 


One arteriovenous communication between 
branches of the thyroid axis and satellite 
veins, with ligation of branches after 
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complete exposure of the subclavian 
throughout its course. 


Four Band Occlusions of the Right Sub- 
clavian (Third Division) following in- 
terval occlusions of the Common Carotid 
for Ascending Aortic aneurism (Bras- 
dor-Guinard) procedure. 


In 1 case, survival of patient for 7 years 
(still living) with remarkable consolida- 
tion and contraction of the aortic aneurism. 


One clamping with forceps (left in situ) 
for hemorrhage caused by tear in Second 
Division of Subclavian while extirpating 
cancerous metastases in patient 73 years 
old. 

Total, 17. 


One Arteriovenous Right Subclavian Ves- 
sels. Recovery* 
Results: 

Recovery of 17 patients with permanent 
cure of the aneurism, except 4 aortic 
aneurisms. Gangrene in one case of 
arteriovenous aneurism, with loss of 
thumb and little finger and part of 
forearm. The only case in which peri- 
pheral ischemia following occlusion of 
the artery gave any cause for anxiety. 

One death from shock and pleuro-pneu- 

monia on fourth day, in case of accidental 
tear of sclerotic subclavian requiring con- 
trol with forceps left in situ,x—while extir- 
pating cancerous metastases in the neck. 





*Operation September, 1924. 





MEDICAL ECONOMICS 
Chas. A. Bahn, M.D., Department Editor. 


MEDICAL ECONOMICS V. MEDICAL REC- 
ORDS 


The ideal medical record contains the informa- 
tion you want; written, expressed, arranged and 
located as you want it. This implies that the 
maker of the record not only is interested but 
understands what information will be wanted, ex- 
presses it legibly, systematically, and concisely; 
and places the record where it can be easily found. 
All of which is apparently simple. 

Generally speaking, a medical record should 
contain the information necessary for a reason- 
able understanding of patient, ailment, progress, 
and treatment. Fundamentally, it consists of 
what both the patient and the doctor experience, 
think, know, and do about the health problem un- 
der consideration. Literally this would make a 
long and not altogether practical arrangement 
so we shorten or abstract the story, noting only 
that part of the patient’s and doctor’s participa- 
tion which will probably be of present or future 
practical value. 

Each of us is practically daily recording some- 
thing which adds more or less to the sum and 
total of our own and general medical knowledge. 
This contribution is being written more or less 
carefully or carelessly, rapidly or slowly, legibly 
or illegibly, simply or ornately, systematically or 
unsystematically; and expresses individual thought 
and observation, or a crude repetition of the 
thoughts of others. This book on which we are 
writing daily, is our record of our patients and is 
probably the best available index of our medical 
Knowledge, our thoroughness and accuracy of ob- 
servation, our clearness of expression, and the or- 
derliness of our thought. Although it is possible 
for some to safely entrust memory with all the de- 
tail, necessary to efficiently understand and treat 
patients at the present time, written records un- 
questionably for the majority, facilitate classifi- 
cation, accurate ovservation, systematic thought 
and clear express.oi. 

From a practical standpoint however, we should 
not forget that at least in office practice, we are 
working on the patient’s time, and that we are 
usually expecting to receive remuneration for 
every moment devoted to record making. It is 
therefore neither fair nor right that we waste the 
patient’s time and money in making records which 
will be of no practical service, in order to magnify 
our efforts for financial or other reasons. 

There are a few fundamentals which apply to 
all medical records: to wit, What, How, 
Where, When, and Why. If we understand 
these few short words as they apply to this sub- 
ject and are sufficiently interested, our problems 
will almost automatically solve themselves in a 
satisfactory manner, just as the most effective 
method of treatment almost decides itself propor- 
tionately as we understand the patient and the 
ailment. 

No two persons think or express themselves 
exactly alike. This very difference or individual- 
ity, if properly expressed, is our greatest asset, 
one that should not be destroyed by literally copy- 
ing any one. Unfortunately most of our msi- 
takes are really not our own, but are copied from 
others. Of course we should carefully and 
thoroughly study other’s methods, with a view of 


understanding their underlying principles and ap- 
plication, that we may practically adapt the de- 
sirable, to our use; but in the end we must do 
things our own way, but this should be our best 
way. 

Medical records are usually started with certain 
general information such as name, age, sex, race, 
occupation, address, etc., placed at the top or bot- 
tom of the record depending upon the method of 
filing. Always record the patient’s given name, 
and not the initials alone; thus John S. Jones and 
not J. S. Jones. Date all record notations. 


The next section usually deals with the history, 
or patient’s statement why medical aid has been 
sought, including other pertinent information 
about present, past or family health and illness, 
which will give the physician from the patient’s 
standpoint, the best possible understanding of the 
location, classification and efficacious treatment 
of the ailment in question. Neither too much nor 
too little information is desirable. The dominant 
idea is to facilitate an understanding of the ail- 
ment. This will often decide whether or not cer- 
tain information is worth recording. You will 
doubtless say that it is sometimes impossible to 
determine whether this or that statement will be 
important until the whole story is told. The pro- 
per valuation of information involves interest, 
and understanding of the subject, mental alert- 
ness, common sense, and experience in record 
making. As you have these qualities, you will 
be more able to separate the wheat from the 
chaff, and as you do not have these qualities you 
will have to record more non-essentials to include 
the essentials. Some physicians acquire an almost 
uncanny ability in detecting the clue on which 
the understanding of a case depends, in an ap- 
parently trivial statement, buried in a mass of 
less important information, which the patient 
considers of paramount importance. As Dr. 
Jackson, of Denver, several years ago expressed 
the idea, the trained medical examiner, like the 
blood-hound, can pick up a faint trail and follow 
it to the end, irrespective of intercurrent  cir- 
cumstance. 


The ability to intelligently question a patient is 
more'to be desired than gold and diamonds. To 
extract important information often with a men- 
tal corkscrew, because of the patient’s inability 
to understand; and to pass lightly over certain 
unimportant details, which the patient considers 
very important; both without offending or mak- 
ing the patient say what we would like to have 
said; represents the acid test of taking medical 
histories. Thus being able, to obtain a truthful, 
concise, and systematic medical story with a 
proper valuation of the component parts, usually 
represents hard work, long practice, extensive 
medical knowledge, common sense, practicality, 
and an intimate understanding of human nature. 
If you have the fundamentals of this most valu- 
able asset, thank Allah, and cultivate them; if 
not try to develop them. 

The beginner in medical records usually takes 
the patient too literally, losing sight of the fact 
that the patient’s knowledge of the relative im- 
portance and classification of symptoms, as well 
as cause and effect, is often not accurate. Much 
useless information is thus written. The next 
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nhase of evolution is usually to the other extreme, 
the patient’s statements are totally disregarded 
ind assumed incorrect, unless subsequently proven 
to the contrary. And here many mistakes are 
likewise made. Finally, the observing physician 
assumes a mental attitude between these two ex- 
tremes; carefully and patiently obtains the neces- 
sary information, analyzes and properly values 
what the patient says and often does not say, 
realizing that although the patient usually has 
inside information about the ailment, that obser- 
vation and method of expression pertaining there- 
to is often inaccurate, but usually fundamentally 
correct. The patient is usually more or less vital- 
lv interested and seldom has any reason to de- 
ceive or misrepresent about health, and usually 
tries in a more or less understanding way to help. 

Practically all of our subjective and objective 
symptoms can be grouped under certain basic 
classifications: Changes of, Size, Shape, Color, 
Position and Function: sensory, motor, secretory, 
psychic, and special sense. 

The advantage of a basic group method of 
classifying medical examinations is to promote 
proper valuation and grouping, sequence of in- 
formation, and clearness of expression. The 
statements given the physician are usually pre- 
sented in a disjointed way, without regard to se- 
quence, relative importance, duration, etc. It is 
thus practically classified. The disadvantage of 
a classification of this sort is in the temptation to 
become purely routine and to evade independent 
and individual thought, and to assauge ones medi- 
cal conscience with a subconscious ceremony. 

There are two methods of recording histories. 
The first presents information in a sequence of 
probable importance, thus the most important 
symptom is named first, then the duration, sever- 
ity, cause and other pertinent facts; then the 
second most important symptom, etc. We may 
not agree with the patient’s statements in part or 
in toto, but in this section we should express the 
patient’s ideas in our words. This method has the 
advantage of facilitating a concise grouping of 
facts arranged in the order in which we will 
probably look for them, but has the disadvantage 
that goes with a telegraphic style; more difficult 
to read because the mind must come to a relative 
halt after each word or phrase. 

The other method presents information in 
chronologic sequence, that is based on time. Here 
the record begins with the earliest symptom, and 
relates the story in the order of occurrence. - It 
has the advantage of readability that goes with a 
narrative style, but the disadvantage of probably 
expressing much irrevelant information, thus 
necessitating a more careful analysis, and separa- 
tion of fact from fancy. 

Generally speaking, the primary object of 
medical records is to facilitate a practical under- 
standing of the patient and ailment. The detail 
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into which we must go to get this understanding, 
is of necessity a most variable factor, one that 
each case must decide on its own merits. For 
example, suppose a man came into a doctor’s of- 
fice with a cinder in his eye; his history relates 
exclusively to the cinder, his vision is normal in 
both eyes, a superficial systematic objective ocu- 
lar survey reveals only the cinder in the eye and 
with the exception of the ocular cinder, the man 
shows outward evidence apparently only of well- 
being. Having removed the cinder, we would 
hardly be justified in suggesting to this patient 
the advisability of seeking other medical assist- 
ance. Let us suppose however, that in this same 
patient with a cinder in his eye, that vision was 
defective, or in the course of a superficial routine 
ocular examination, that other evidence of sick- 
ness was seen in the eye possibly due to disfunc- 
tion of some other part of the body. This infor- 
mation or the presumption therefore, was deduced 
from certain facts observed in the course of a 
simple routine subjective and objective eye exa- 
mination. You would probably feel in this second 
instance, especially if the patient was someone 
near or dear to you, that if Nese facts existed, 
that the doctor should have observed them and 
given the patient every possible opportunity to 
recover from the ocular or underlying general 
sickness, as facilitated by the information in 
question. This implies that you believe that a 
certain standard of thoroughness of subjective 
and objective examination in all cases should be 
maintained, the details of which will be discussed 
later. Assuming then that after having made a 
preliminary systematic objective and subjective 
survey, we are unable to understand the ailment 
sufficiently to give the patient a maximum oppor- 
tunity to get well, the obvious thing to do is to 
examine the patient more thoroughly. This is 
usually begun by elaborating upon the informa- 
tion previously obtained as recorded, this time 
going into all possible practical detail. 

In this way we are able to avoid the loss of 
time and effort required in thoroughly studying 
the many details often necessary in the under- 
standing of complicated or obscure conditions, 
when only a few brief statements express what 
is necessary to understand simple conditions. 
Where the simple examination is insufficient to 
understand the essentials of the case after a sys- 
tematic survey as shown by the details of the re- 
cord, we have in reserve a detailed history of 
present, past, and family health and illness, in- 
cluding all information which might have any 
possible bearing on any or all of the body func- 
tions, with proportionately detailed records, an 
elaboration which is complete only when the case 
is ultimately understood. 

To be continued next month. 

Address inquiries to Dr. Chas. A. Bahn, 1551 
Canal St., New Orleans, La. 








NEWS AND COMMENT 


Lucien A. Ledoux, M. D., Department Editor 


BULLETIN OF THE LOUISIANA STATE 
MEDICAL SOCIETY 


Dr. P. T. Talbot, Secretary-Treas. 


We are just completing one of the most suc- 
cessful years of the Louisiana State Medical So- 
ciety. Up to date we have enrolled 1,198 active 
members, which is the largest enrollment the 
State Society has ever enjoyed. Not only have 
we increased our numerical strength, but judging 
from the activities of the various District Socie- 
ties, Parish Medical Societies, and the re-organ- 
ization of various Parish Medical Societies, we 
have every reason to believe that there has been 
a decisive stimulus in medical activities through- 
out the state. The reports from these various 
meetings show a full attendance of its component 
members in conjunction with unusual Scientific 
Programs which is a credit to them and to our 
Society. Unusual requests have come to us for 
assistance in formulating a Scientific Program 
which we have always given gladly. We will be 
only too glad to aid any of the Secretaries or 
members of Scientific Committees in formulating 
their programs. 

I wish to take the advantage of this oppor- 
tunity to call attention to the various Parish Socie- 
ties and to all members of the State Society, that 
as far as membership in the organization is con- 
cerned, the fiscal year for 1924 will be completed 
by December 1st. According to the by-laws, dues 
for the fiscal year for 1925 are due in advance, 
and are therefore payable any time during the 
month of December. The Secretaries of the var- 
ious Parish Societies should begin at once after 
December ist to collect the annual State dues 
from its members for 1925, and remit as prompt- 
ly as possible to the Secretary-Treasurer at 1551 
Canal Street. In this regard it would be wise to 
call your attention to the fact that the protec- 
tion under the Medical Defense of the State So- 
ciety is covered from the time that each indivi- 
dual due is received by the Secretary-Treasurer 
of the State Society. It is therefore urgent that 
these dues be remitted as promptly as possible in 
order that one may enjoy full protection under 
our Medical Defense Act. 

The following Chairmen of the Sections for the 
Scientific Program of the Louisiana State Medical 
Society, to be held in New Orleans, Anpril 21st, 
22nd, and 23rd, 1925, have been appointed by the 
President, Dr. C. V. Unsworth, and accepted: 


Medicine and Therapeutics—Dr. W. H. Block. 
Pediatrics—Dr, John Signorelli. 


Nervous Diseases—Dr. F. L. Fenno. 
Bacteriology and Pathology—Dr. W. P. Butler. 
Public Health and Sanitation—Dr. E. F. Bacon. 
General Surgery—Dr. L. B. Crawford. 
Gynecology and Obstetrics—Dr. P.. B. Salatich. 
Eye, Ear, Nose and Throat—Dr. Jules Dupuy. 
Urology—Dr. P. Jorda Kahle. 
Dermatology—Dr. M. T. Van Studdiford. 
Radiology—Dr. S. C. Barrow. 


All the members of the State Society desirous 
of reading papers at our next annual session 
would find it expedient to communicate at once 
with the respective chairmen for a place on the 
program. I am sure that our Scientific Program 
will be completed very early, as arrangements are 
in formation for same a few months earlier than 
we have ever been able in the past to do. The 
Secretary-Treasurer’s office will be very glad to 
assist in this work, and as Chairman of the Scien- 
tific Essay Committee, I would respectfully solicit 
your prompt attention to this important detail. 
It is only by co-operation in this regard that we 
will be able to formulate the Scientific Program 
and get it out in proper form for our next an- 
nual meeting. Plans are beginning to develop for 
an unusual annual meeting in New Orleans, and 
we have every reason to believe that each and 
every one of us may look forward to a great deal 
of pleasure to our meeting again. 

So let’s get our membership in early and send 
in our scientific request promptly, and in every 
way assist the officers and Arrangement Com- 
mittee to perfect their plans early. 





EIGHTH CONGRESSIONAL DISTRICT 


The Avoyelles Parish Medical Society with Dr. 
Sylvin DeNux at the helm, Dr. G. R. Fox, Secre- 
tary at his desk, Dr. S. J. Couvillon, Councilor 
behind the gun at every meeting, have thus far 
had a most profitable year in medical society 
activities. With a good meeting at Marksw'!le in 
February, a still better one at Evergreen in April, 
where several medicos from Rapides added inter- 
est to the occasion, the banner meeting not only 
this year, but in the history of the society at the 
home of the delegate Dr. R. G. Ducote, Bordelon- 
ville, June 14th, where 24 physicians from Avoyel- 
les including a few from Alexandria, responded to 
the hospitable invitation of the Doctor in appre- 
ciation of his loyalty to his society in never 
having failed to attend a medical meeting of his 
parish and district society in 20 years of prac- 
tice, capped the climax of all preceding meet- 
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News and Comment, 


Dr. Couvillon, Chairman of the State Medi- 
cal Society Council read an interesting paper on 
“Councilor’s Suggestions to the Medical Prof2s- 
sion,’ which in truth and in fact, proved to have 
been a “Chef-d’ouvre” and exceedingly interest- 
ing. Many clinical cases were also discussed. 


ings. 


In August the Bunkie local profession enter- 
tained with a good meeting scientific and social 
and in October the Vice-President, Dr. L. Chate- 
lain of Hessmer accomplished his task with a good 
supper, which was preceded by a good program. 


Rapides Parish Medical Society with Dr. 
Maurice Peters as President and Dr. J. H. Lan- 
drum, Secretary, are having monthly interesting 
programs. On October 6th, they had a joint meet- 
ing with the Eighth District Medical Society at the 
Eye, Ear, Nose and Throat Sanitarium owned by 
Dr. I. F. Littell. The occasion was complimen- 
tary, the meeting place and luncheon served. 
Many thanks were tendered Dr. and Mrs. Littell 
for the hospitalities extended. 


Following the supper Dr. F. C. Ewing of Alexan- 
dria, read a paper entitled “Swimming Pool Infec- 
tion,” and Dr. H. A. Durham, Superintendent of 
the Shriners’ Hospital for Crippled Children at 
Shreveport read a paper on “The Treatment of 
Subacute and Chronic Stages of Poliomyelitis’. 
Both papers were well taken and thoroughly dis- 
cussed. This being the last meeting of the Dis- 
trict Society for 1924 new officers were elected 
to wit: Dr. Fayette C. Ewing, President; Dr. 
Kirby A. Roy, Mansura, Vice-President, Dr. M. 
H. Foster, Alexandria, Secretary-Treasurer, Dr. 
Carson R. Reed, Natchitoches, Retired President; 
-Dr. J. A. White, Alexandria, Delegate; Dr. L. 
Chatelain, Hessmer, Alternate. 


The Physicians Improvement & Protective Asso- 
ciation of LaSalle had an interesting meeting on 
November 6th, at Trout, Louisiana. Dr. M. H. 
Foster of Alexandria addressed the association 
and guests on “Renal Calculi.”’ Dr. D. C. Me- 
Bride, also of Alexandria, read a very interesting 
paper on “Radium and Treatment.” Dr. S. J. 
Couvillon, of Moreauville; Drs. R. B. Wallace, 
S. J. Phillip, Myers and Abbott, of Alexandria, 
were the other guests at this meeting. 

Dr. Couvillon, who is Councilor of the District, 
addressed the Association on “Organized Medi- 
cine” and invited the LaSalle doctors to become 
part of the State Medical Society. His remarks 
were well taken, whereupon by a unanimous vote, 
it was decided to renew their activities on an old 
charter, or if necessary apply for a new one. 
worth while to mention that the present medical 
association in LaSalle is the best organized body 
of medical men in the State. Its By-Laws deal- 
ing with professional and business ethics, are the 
best, theoretically and practically of any in the 


It’s 
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State—a shining example to the profession of the 
day—a beacon light to posterity. 

The other parishes in the district are doing 
good work. The report will appear later. 





FOURTH DISTRICT MEDICAL SOCIETY 


Regular semi-annual meeting of the Fourth 
District Medical Society was held at Shreveport on 
Wednesday, November 12th. In the morning the 
North Louisiana Clinic Staff presented operations, 
medical cases and diagnostic procedures in honor 
of the visiting doctors, at the New North Louisi- 
ana Sanitarium. At the Charity Hospital, at 5:30 
P. M., the regular program was begun as follows: 


Scientific Program 


Abnormal Hemorrhage in Obstetrics, by Dr. J. 
D. Kilgore, Minden, La. Technical Points Often 
Decisive in Surgery, by Dr. E. L. Sanderson, 
Shreveport, La. Chronic Prostatitis and Seminal 
Vesiculitis, by Dr. H. L. Crow, Shreveport. 

7:30 Dinner—Charity Hospital. 

Address by the President of the Louisiana State 
Medical Society, Dr. C. V. Unsworth, New Or- 
leans. Address by the President of the Tubercu- 
losis and Public Health Association of Louisiana, 
Dr. W. H. Seemann, New Orleans. A Few Psy- 
chiatric Problems, by Dr. T. C. Cooper, Louisiana 
State Hospital for Insane, Pineville. Some 
Phases of the Appendicitis Problem, by Dr. L. 
Abramson, Shreveport. The Late Ideas on Insulin 
Therapy, by Dr. A. A. Herold, Shreveport. Sur- 
gical Conditions of the Gall Bladder, by Dr. T. E. 
Williams, Shreveport. 

The attendance was large, about 100 members 
and guests being present; much interest was mani- 
fested, the talks of the distinguished visitors be- 
ing much appreciated. This highly successful 
meeting speaks well for the future of the organ. 
ization. The following officers were elected for 
the ensuing year: 

Dr. C. M. Baker, Minden, President; Dr. E. L. 
Sanderson and Dr. J. E. Crow of Shreveport, 
Vice-Presidents; Dr. J. E. Heard, Shreveport, 
Secretary, re-elected; Dr. T. J. Fleming, Mans- 
field, Delegate to the State Medical Society Meet- 
ing. 





ST. TAMMANY PARISH MEDICAL SOCIETY 


At a meeting of the St. Tammany Parish Medi- 
cal Society on October 10th, 1924, the following 
resolution was unanimously adopted: 

Whereas, it has pleased an All wise Providence 
to call from his labors our friend and co-worker, 
Dr. Ben Leon Cusachs. 

Therefore, Be it Resolved that we, the St. 
Tammany Parish Medical Society, in regular ses- 








256 






sion assembled, deeply regret that we have to 
chronicle the loss of so valued and able a mem- 
ber of our society and of the Medical Fraternity, 
and that we desire to extend our heartfelt sym- 
pathy t6 the bereaved mother and sisters on ac- 
count of their loss. 


Be it Further Resolved, that a copy of this reso- 
lution be sent to the St. Tammany Farmer and 
the New Orleans Medical and Surgical Journal for 
publication and to his mother and sisters. 

Dr. R. B. Paine, Dr. A. G. Maylie, and Dr. F. 
R. Singleton, Committee on Necrology. 

F. R. SINGLETON, M.D., Secretary. 





JEFFERSON-DAVIS MEDICAL SOCIETY 


The Jefferson Davis Medical Society met in 
Jennings, Louisiana, on November 14th. The 
meeting was of a business nature and as a result 
all scientific papers were dispensed with The 
President, Dr. C. A. Martin of Welsh, made a 
very forcible talk on attendance and the value of 
these meetings to the doctor. It was moved that 
December 11th be accepted as the date for the 
Seventh District Meeting to be hell in Jennings. 
The following were appointed as a committee to 
provide entertainment for the visiting physicians: 
Dr. Morgan Smith, Dr. C. Hunter, Dr. E. J. Per- 
raylt, Dr. R. S. Kramer, and Dr. F. W. Harrell. 
It“Was moved that a letter of condolence be sent 
Mrs. N. S. Craig by the Society for the death of 
her husband, Dr. N. S. Craig. 

Being the date for the election of new officers 
the following were elected to serve for the com- 
ing year, Dr. R. R. Arceneaux, Welsh, President; 
Dr. F. W. Harrell, Jennings, Secretary-Treasur- 
er. A vote of appreciation was tendered to Drs. 
Martin and Kramer for their untiring efforts in 
behalf of the society for the past three years. 


DR. F. W. HARRELL, Secretary-Treas. 





WASHINGTON PARISH MEDICAL SOCIETY 


The Washington Parish Medial Society held its 
tenth monthly meeting, for the year 1924 at the 
Pine Tree Inn, Bogalusa, Louisiana, October 30th 
from 8:00 to 11:00 P. M. 

The scientific program consisted of the read- 
ing of the following papers: Paper by Dr. D. A. 
Berwick, Bogalusa. Discussion opened by Drs. 
Lafferty and J. L. Brock. Non-malignant Ulcers, 
by Dr. W. T. McNeese, Angie. Discussion opened 
by Drs. Stringfied and Miller. Trauma of the 
Eye, by Dr. H. V-. Jones, Bogalusa. Discussion 
opened by Drs. Slaughter and Martin. 

To the physicians of the parish who do not 
attend regularly, a special invitation was ex- 
tended to meet at this meeting. It was the last 
meeting before the Southern Medical Association 
holds its annual meeting at New Orleans. The 
Secretary was anxious to go there with a record 
still unbroken. “A meeting once a month and a 


program for each meeting since our organiza- 
tion” and a percentage of attendance, based on 
membership (authentic) equal to or as high as any 
other society embraced in the Southern Medical 
Association’s component organizations. 


F. MICHAEL SMITH, Sec.-Treas. 





News and Comment. 





It is gratifying to announce that Richland 
Parish and LaSalle Parish have been organized in 
the Louisiana State Medical Society. 





ANNUAL MEETING, CHARITY HOSPITAL, 
NEW ORLEANS 


At the annual meeting of the Visiting Staff of 
the Charity Hospital held October 15th, 1924, the 
following officers were elected to serve during 
1925: 

Dr. H. W. Kostmayer, President; Dr. Paul J. 
Gelpi, Vice-President; Dr. Muir Bradburn, Secre- 
tary-Treasurer; Dr. John Oechsner and Dr. Her- 
mann Gessner for two year terms; Dr. Chaille 
Jamison and Dr. Randolph Lyons for one year 
terms. 





ALVARENGA RRIZE OF THE COLLEGE OF 
PHYSICIANS OF PHILADELPHIA 


The College of Physicians of Philadelphia an- 
nounces that the next award of the Alvarenga 
Prize, being the income for one year of the be- 
quest of the late Senor Alvarenga, and amounting 
to about Three Hundred Dollars, will be made 
on July 14, 1925, provided that an essay deemed 
by the Committee of Award to be worthy of the 
Prize shall have been offered. 

For further particulars address, John H. Gir- 
a a? wie 19 South 22d Street, Philadelphia, 
fie Us Be 





TUBERCULOSIS AND PUBLIC HEALTH ASSO- 
CIATION OF LOUISIANA 


The work of the Tuberculosis and Public Health 
Association of Louisiana is going on very actively. 
Several branch associations have been organized. 
Throughout the state the doctors are solidly en- 
dorsing the movement, which was first sponsored 
by the Louisiana State Medical Society. The seal 
sale of the Association will begin after Thanks- 
giving day, as there is an agreement on the part 
of the National Tuberculosis Association with 
which this association is affiliated, not to begin 
its seal sales until after the Red Cross Drive has 
been completed, which will be on Thanksgiving 
Day. The members of the Louisiana State Medi- 
cal Society are asked to help as much as possible 
in promoting the sale of the seals of the Tubercu- 
losis and Health Association of Louisiana, the 
proceeds of which will be spent along the lines 
and according to ideas suggested by Organized 
Medicine, and the work will be carried on under 
a control. 

The Orleans Branch of the Tuberculosis and 
Public Health Association of Louisiana was or- 
ganized under the auspices of the Orleans Parish 
— Society on Friday evening, November 

The following officers were elected: S. C. 
Jamison, M. D., President; Mr. Ernest Burgieres, 
First Vice-President; Mrs. Chas. F. Buck, Jr., 
Second Vice-President; Mrs. Joseph E. Friend, 
Treasurer, and Mrs. Jesse P. Wilkinson, Secretary. 





NATCHEZ MEDICAL CLUB 


The following resolution was passed at a re- 
cent meeting of the Medical Club of Natchez, 
Natchez, Mississippi; 














News and Comment. 


Resolved:—That Professor Rudolph Matas, for 
his original investigations, surgery so well done, 
and his great service to humanity has been re- 
warded by his election to the presidency of the 
American College of Surgeons: 

Therefore :—The congratulations of his friends, 
the Medical Club of Natckez be tendered to him 
upon the elevation to the position he so richly 
deserves. 


LUCIEN L. GAUDET, M.D., Secretary. 





BEHAVIOR CLINIC IN CLEVELAND 


Cleveland is to have a behavior clinic where 
children may be brought for examination by 
parents or sent from the schools, the juvenile 
court, or social agencies. It is to be financed by 
the Commonwealth Fund of New York working 
with the Cleveland Community Fund. 





Marion County, Oregon, of which Salem is the 
county seat, has been selected as the field of the 
Far Western Demonstration, the fourth in the 
Commonwealth Fund Child Health Demonstration 
Program, 





Believing that there is a purpose and place in 
New Orleans for a society primarily devoted to 
a consideration of the specialties of obstetrics 
and gynecology, a society to be known as the New 
Orleans Gynecological and Obstetrical Society has 
recently been organized with its charter members 
composed of the local members of the American 
College of Surgeons whose practice is largely de- 
voted to these specialties. In the future all regu- 
lar practitioners of good standing residing in 
New Orleans who make gynecology, obstetrics, 
or the morbid anatomy of the female organs a 
prominent part of their study and practice shall 
be eligible for election as active fellows five 
years after their graduation, though the number 
of such fellows shall be limited to thirty-five. 
Provision is also made for non-resident and honor- 
ary fellows. Meetings are to be held the second 
Thursday of every month at eight P. M., and ex- 
cept for an annual meeting for the election of 
officers and transaction of other business are to 
be entirely of a scientific and clinical character. 

At the organization meeting held November 
16, 1924, the following officers were elected: 
president, Dr. W. E. Levy; first vice-president, 
Dr. John F. Dicks; second vice-president, Dr. E. 
L. King; secretary, Dr. Hilliard E. Miller; treas- 
urer, Dr. T. B. Sellers; executive committee, 
Dr. S. M. D. Clark, Dr. C. Jeff Miller, Dr. 
J. W. Newman, Dr. Peter Graffagnino, Dr. E. 
S. Lewis was elected to the first honorary fellow- 
ship. 

. HILLIARD E. MILLER, Secretary. 





TULANE ALUMNI BANQUET 


The curtain is drawn, the Southern Medical 
Convention is history. This issue is going to 
press, Convention comment is deferred until a 
later date. Just a few words apropos, one of the 
brightest spots of this meeting, of great interest 
to most of us, namely the Tulane Medical Alum- 
ni Banquet. 

It seemed as if everybody went. The large 
banquet hall at the Louisiane was filled. Dr. W. 
A. Evans, of Chicago, ’83, presided as toastmas- 
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ter. Sitting with him, Dr. A. B. Dinwiddie, Pres- 
ident of the University; Dr. C. C. Bass, Dean; Dr. 
Rudolph Matas;"Dr. E. S. Lewis, Dr. H. Bayon, 
Dr. L. R. DeBuys, Mr. Charles Dunbar, president, 
Tulane Alumni Association, and Dr. Lucien Lan- 
dry. Dr. Evans was at his best. He carried the 
Tulane Medical spirit to its peak. 

The speaker’s theme was “Tulane, Its Past and 
Present,” and paid tribute to its departed lead- 
ers, Edmond Souchon and Isidore Dyer, finally 
honoring and applauding its greatest living lead- 
ers, E. S. Lewis and Rudolph Matas. 

The menu pleased the most critical taste. The 
Tulane Glee Club quartette entertained. The 
meeting of old classmates was refreshing and 
memorable. If you did not attend you have 
missed one of the most delightful evenings of a 
life time. 

Note: Base Hospital No. 24, properly stimu- 
lated, was noted among those present. 





WASHINGTON PARISH MEDICAL SOCIETY 


The eleventh monthly meeting of the Washing- 
ton Parish Medical Society was held at the Pine 
Tree Inn, Bogalusa, Louisiana, Friday, Novem- 
ber 28th, 1924, at 8:00 P. M. The date was 
made for Friday evening instead of the last 
Thursday of the month, the regular meeting date, 
so that all physicians who attended the Southern 
Medical Association at New Orleans would have 
ample time to return to their homes and then 
attend the meeting. 

The scientific program for this meeting con- 
sisted of the following papers: “Treatment of 
Burns,” by Dr. R. R. Roberts. Discussion opened 
by Dr. Davidson. ““Management of a Colles’s Frac- 
ture,” by Dr. D. A. Berwick. Discussion opened 
by Dr. Brister. ‘Future Medicine and Its Rela- 
tion to the Parish Medical Society,” by Dr. F. 
Michael Smith. 





NEW YORK SKIN AND CANCER HOSPITAL 


Alumni New York Skin and Cancer Hospital 
Graduates of this Post-Graduate School are re- 
quested to send their present professional office 
addresses to the secretary of the re-organized 
Alumni Association. Dr. Herman Goodman, 15 
Central Park West, New York City. 





A BOOK OF IMPORTANCE IN THE PRE- 
SCRIBING OF DIETS 


The Dietetic importance of pure, plain, granu- 
lated gelatine has attracted so much attention, 
and the demand for more information has reached 
such a volume that the Laboratories of the 
Charles B. Knox Gelatine Company have pre- 
pared a book of dietetically correct recipes with 
gelatine, for Diabetes, Nephritis, High Blood 
Pressure, Gastritis, Gastro Intestinal Disorders, 
Fevers, Constipation, Obesity and general mal- 
nourishment in infants and adults. 

The recipes have been most carefully worked 
out under authoritative auspices, and with each 
recipe is given a quantitive analysis of Carbohy- 
drates, fat, protein and calory value. 

The Diabetic section of the book is a most 
valuable contribution to advanced dietetic prac- 
tice, with or without insulin treatment. Another 
important chapter is the report of T. B. Downey, 
Ph. D. Fellow at Mellon Institute (Pittsburgh), 
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on the value of pure, unflavored gelatine as a 
protective colloid in the modification of milk in 
infant feeding, which in no way changes pre- 
scribed formulas. Dr. Downey has determined, 
by standard feeding tests, that the addition of 
1 per cent of gelatine to a quart of milk in- 
creases the yield of nourishment by about 23 per 
cent. 


Furthermore, these feeding tests determined 
that the protective colloidal action of the gelatine 
was highly efficacious in aiding the complete di- 
gestion and resulting assimilation of other basic 
foods of the vegetable, fruit, meat and fish fam- 
ilies. 

A most important feature of this book is the 
simple and complete directions for the prepara- 
tion of these dishes, without which a prescribed 
diet so often fails despite the care and caution 
of the physician. 

The book will be mailed, upon request—post- 
paid and free of charge—by the Charles B. Knox 
Gelatine Company, Johnstown, New York, to any 
physician or dietician who requests it. 





PUBLICATIONS RECEIVED 


Lea & Febiger, Philadelphia and New York: 
“Anatomy of the Human Body,” by Henry Gray, 
F. R. S&, Twenty-first edition. “Pathogenic 
Microorganisms,” by William Hallock Park, M. 
D., Anna Wessels Williams, M. D., and Charles 
Krumwiede, M. D., “Basal Metabolism and Health 
and Disease,” by Eugene F. DuBois, M. D. “Mod- 
ern Methods in the Diagnosis and Treatment of 
Renal Disease,” by Hugh Maclean, M. D., D. Sc. 


News and Comment. 


“Outlines of Internal Medicine, for the Use of 
Nurses and Junior Medical Students,” by Clifford 
Bailey Farr, A. M., M. D. “Principles of Bioci:- 
emistry,” by T. Brailsford Robertson, Ph. D., 1). 
Se. “The Foundation of Health,” by William 
Barnard Sharp, S.M., M.D., Ph.D. 

W. B. Saunders Company, Philadelphia and Lon- 
don: ‘A Manual of Diseases of the Nose, Throat, 
and Ear,” by E. B. Gleason, M. D., LL.D. “Human 
Constitution,” by George Draper, M. D. “Essen- 
tials of Prescription Writing,” Cary Eggleston, 
M. D. “Developmental Anatomy,” by Leslie 
Brainerd Arey,’M. D. “Pediatrics,” by Isaac A. 
Abt, M. D. Vol. IV. 

P. Blakiston’s Son & Company, Philadelphia: 
“Lang’s German-English Dictionary,” edited and 
revised by Milton K. Meyers, M. D. 

J. B. Lippincott Company, Philadelphia and 
London: “Safeguarding Children’s Nerves,” by 
James J. Walsh, M. D., Ph.D., Se.D., and John 
A. Foote, M. D. 

C. V. Mosby Company, St. Louis: “A Textbook 
of Materia Medica for Nurses,” by A. L. Muir- 
head, M. D., and Edith P. Brodie, A. B., R. N. 

Miscellaneous: Forty-Sixth Annual Report of 
the Department of Health of the State of New 
Jersey, 1923. “Greffe Animale, Ses applications 
utilitaires au Cheptel, by le Dr. Serge Voronoff. 





REPRINTS 


“Medical Extension in Ontario,” by J. Heurner 
Mullin, M. D. “Fundamental Principles and Re- 
cent Conclusions in Surgery of Congenital Cleft 
ya" by Truman W. Brophy, M.D., D.D.S., F. 
A. C. S. 





DICKS’ 
NUTRITIVE. ELIXIR 


A highly efficient liquid food for use in 
convalescence from exhausting fevers or 
in any case of difficult retention of 
nutriment. 


Day by day, it is winning the favor of 
physicians as well as patients because 
of its delightful flavor and helpful action. 


Dicks’ Nutritive Elixir is not a patent 
medicine. It is prepared especially for 
the physician’s use in his practice. 


Send for a free trial bottle to 


FINLAY, DICKS & CO,, Inc. 


NEW ORLEANS 








RADIUM AND X-RAY 
LABORATORY 


in Connection With 


DRS. GAMBLE BROS. & 
MONTGOMERY 


Greenville, Miss. 


A thoroughly equipped X-Ray 
Laboratory and an ample supply of 
Radium for the treatment of all condi- 
tions in which Radium is indicated. 


Address all communications to 


DR. ROBT. C. FINLAY, Director, 
Greenville, Miss. 

















